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Background.	  The	  younger	  generation	  is	  the	  wealth	  and	  future	  of	  humanity;	  their	  
health	   and	   wellbeing	   deserve	   utmost	   attention.	   Adolescent	   Friendly	   Health	   Services	  
(AFHS)	   aim	   at	   providing	   accessible,	   developmentally	   appropriate	   and	   comprehensive	  
evidence-­‐based	  promotional,	  preventive,	   therapeutic,	  and	  rehabilitative	  health	  care	   to	  
adolescents	  via	  well-­‐trained	  professionals	  and	  well-­‐equipped	  health	  facilities.	  This	  study	  
sought	   to	   explore	   adherence	   of	   health	   facilities	   in	   Ghana	   to	   the	   World	   Health	  
Organization	   (WHO)	   AFHS	   concept.	   The	   study	   also	   identified	   obstacles	   the	   facilities	  
faced	  in	  implementing	  the	  program,	  innovative	  measures	  taken	  to	  overcome	  them	  and	  
any	  other	  approaches	  to	  enhance	  AFHS	  delivery	  to	  the	  adolescent	  population.	  
Methods.	   Using	   a	   cross-­‐sectional	   (observational)	   study	   design	   with	   a	   multi-­‐
informant,	  mixed	  method	  survey,	  the	  study	  assessed	  adherence	  to	  AFHS	  criteria	  among	  
health	  facilities	  providing	  AFHS-­‐oriented	  care	  in	  the	  Akwapim	  North	  and	  South	  Districts	  
of	  Ghana.	  
Results.	   Health	   facilities	   identified	   as	   early	   adopters	   had	   significantly	   higher	  
AFHS	   implementation	   compared	   to	   late	   adopters,	   and	   the	   association	   of	   adopter	  
category	   with	   AFHS	   implementation	   did	   not	   vary	   by	   location	   (urban	   vs.	   rural).	  
Organizational	   characteristics	   of	   clinical	   care	   infrastructure,	   logistics	   monitoring,	   and	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capacity	  building,	  were	  significantly	  associated	  with	  implementation.	  Major	  barriers	  to	  
AFHS	   implementation	   included	   care	   provider	   attitude/behavior	   towards	   adolescents,	  
community	   attitudes	   about	   adolescents	   receiving	   sexual	   and	   reproductive	   health	  
services	   like	   family	   planning,	   and	   health	   care	   costs	   (affecting	   adolescents	   and	   health	  
facilities).	  
Conclusions.	   The	   Ghana	   Ministry	   of	   Health	   initiative	   to	   transform	   the	   system	  
towards	   AFHS	   appears	   to	   be	   successful,	   as	   early	   adopters	   have	   higher	   rates	   of	  
implementation	  than	  late	  adopters,	  but	  it	  is	  important	  to	  note	  that	  a	  transformation	  of	  
this	   nature	   takes	   time.	   The	   change	   towards	   AFHS	   implementation	   is	   supported	   by	  
organizational	  changes	  to	  clinical	  care	   infrastructure,	   logistics	  monitoring,	  and	  capacity	  
building,	  suggesting	  that	  the	  addition	  of	  a	  training	  and	  technical	  assistance	  program	  may	  
speed	   the	   change	   process.	   Finally,	   while	   facility	   structure	   and	   process	   issues	   are	  
important	   for	   transforming	   the	   Ghana	   Healthy	   System	   towards	   AFHS,	   it	   appears	   that	  
successful	   transformation	   also	   depends,	   in	   part,	   upon	   provider	   and	   community	  
attitudes,	   available	   resources	   for	   work,	   and	   health	   care	   policies	   related	   to	   costs,	  
highlighting	   the	   importance	   of	   working	   with	   health	   care	   professional	   organizations,	  







CHAPTER	  I:	  INTRODUCTION	  	  
 1.1	   Background	  of	  the	  Problem	  	  
 1.1.1	   Clinical	  Motivation	  for	  Dissertation	  Research	  
The	   case1	   below	   seeks	   to	   highlight	   “unfriendly”	   care,	   its	   avoidable	   cost	   and	  
consequences	  to	  the	  adolescent,	  the	  care	  provider	  and	  society	  as	  a	  whole.	  	  	  
A	   14-­‐year-­‐old	   pregnant	   female	   in	   the	   company	   of	   her	   adolescent	   boyfriend	  
gathered	  some	  inner	  strength	  to	  visit	  the	  health	  care	  provider	  in	  a	  community	  clinic	  with	  
the	  hope	  of	  benefiting	   from	  his	  empathy	  and	  professional	   touch.	  The	  pair	   resides	   in	  a	  
community	  in	  which	  teenage	  sexual	  activities,	  more	  so	  pregnancies	  are	  poorly	  tolerated.	  
They	  sought	  the	  counsel	  of	  peers	  and	  friends	  but	  were	  not	  convinced	  they	  had	  received	  
the	   best	   of	   advice.	   The	   adolescents	   could	   not	   confide	   in	   their	   parents,	   as	   they	   were	  
aware	  of	  their	  inevitable	  disappointment	  and	  possible	  wrath.	  Trusting	  in	  the	  health	  care	  
system	  as	   their	   sole	   alternative,	   they	  amidst	   a	   sense	  of	   apprehension	  and	   trepidation	  
come	  to	  a	  consensus	  to	  visit	  a	  healthcare	  provider’s	  consulting	  room.	  The	  care-­‐provider	  
on	  duty	  neither	  taking	  a	  detailed	  history,	  nor	  listening	  to	  the	  full	  story	  of	  the	  client,	  in	  a	  
judgmental	   tone,	   rebuked	   and	   sent	   the	   adolescents	   away	   with	   no	   counseling	   or	  
guidance.	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  




Two	   weeks	   later,	   the	   health	   care	   provider	   is	   called	   to	   attend	   to	   a	   surgical	  
emergency.	  The	  client	  on	  the	  stretcher	  was	  a	  febrile,	  semi-­‐conscious	  14-­‐year-­‐old	  female	  
with	   a	   delegation	   of	   worried	   family	   members	   and	   siblings	   in	   tow.	   The	   health	   care	  
provider	   recognized	   the	   adolescent	   client	   immediately,	   guessing	   what	   might	   have	  
transpired.	   A	   diagnosis	   of	   perforated	   uterus	   and	   bowel	   with	   septicemia	   (similar	   to	   a	  
severe	   form	   of	   pelvic	   inflammatory	   disease	   [PID])	   was	   reached	   after	   a	   quick	  
examination.	  Resuscitation	  measures	  were	  undertaken	  and	  a	  laparotomy	  performed	  on	  
the	  client.	  The	  healthcare	  provider’s	  belated	  regret	  for	  his	  actions	  of	  two	  weeks	  ago	  was	  
too	   late	   to	   make	   any	   amends	   for	   the	   adolescent	   who	   lost	   her	   uterus,	   ovaries,	  
reproductive	  potential	  and	  parts	  of	  her	  bowel	  after	  the	  surgery.	  	  
This	   scenario	   typifies	   the	   all	   too	   frequent	   situation	   that	   adolescents	   in	   the	  
developing	   world	   have	   to	   contend	   with,	   though	   not	   always	   with	   such	   a	   catastrophic	  
ending:	   a	   society	   not	   tolerant	   to	   the	   sexual	   and	   reproductive	   health	   (SRH)	   needs	   of	  
adolescents	  and	  an	  equally	  hostile	  health	  care	  system	  with	  staff	  that	  literally	  concurs	  or	  
amplifies	   societal	   values	   (WHO,	   2002a).	   The	   case	   study	   also	   portrays	   a	   health	   care	  
worker	  not	  providing	  age	  and	  “situation”	  appropriate	  intervention	  to	  the	  adolescent	  in	  
need.	  Care	  providers	  well	  trained	  and	  well-­‐versed	  in	  the	  needs	  of	  adolescents,	  working	  
within	   health	   facilities	   well	   steeped	   in	   an	   adolescent	   friendly	   organizational	   culture	  
could	  make	  a	  great	  difference	  to	  the	  health	  and	  future	  of	  the	  adolescent	  population.	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 1.1.2	   Research	  Evidence	  Underlying	  Dissertation	  Research	  
Adolescents	   are	   a	   special,	   but	   vulnerable	   population	   with	   special	   healthcare	  
needs	  that	  are	  most	  times	  ignored	  on	  the	  presumption	  that	  they	  are	  healthy;	  regardless	  
of	  the	  fact	  that	  they	  have	  mortality	  and	  morbidity	  rates	  higher	  than	  young	  children	  (Fox,	  
McManus,	  Limb	  &	  Schlitt,	  2008).	  Seemingly	  in	  good	  health,	  adolescents	  themselves	  do	  
not	   purposefully	   seek	   healthcare	   (National	   Research	   Council/	   Institute	   of	   Medicine	  
[NRC/IOM],	  2008).	  Their	  healthcare	  needs	  must	  be	  identified	  and	  addressed	  (The	  World	  
Health	   Organization	   [WHO,	   2002a];	   WHO,	   2002c;	   Senderowitz,	   2003;	   Tylee,	   Haller,	  
Graham,	   Churchill	   &	   Sanci,	   2007).	   The	   health	   and	   wellbeing	   of	   adolescents	   is	  
compromised	   globally	   due	   to	   the	   inadequacy	   or	   unavailability	   of	   services	   tailored	   to	  
their	   developmentally	   appropriate	   and	   specific	   needs	   in	   part,	   access	   and	   non-­‐
compatibility	   to	   those	   services	   in	   others	   (WHO,	   2002a;	   NRC/	   IOM,	   2008).	   Albeit	   the	  
global	  push	  to	  provide	  health	  care	  in	  lieu	  of	  their	  needs,	  adolescents	  still	  encounter	  lots	  
of	  obstacles	  in	  both	  the	  developed	  and	  developing	  worlds	  (WHO,	  2002a;	  Senderowitz	  et	  
al.,	   2003;	   Braeken	   et	   al.,	   2007;	   Haller	   et	   al.,	   2007;	   Kleinert,	   2007;	   NRC/	   IOM,	   2008).	  
Adolescents	  have	   the	   right	   to	  health	  and	  all	  other	   resources	   that	  will	  make	   their	   lives	  
worthwhile	   and	  productive	   to	   society	   (United	  Nations	   [UN],	   1989;	  UN,	   1994	  &	  1999).	  
Adults,	   parents,	   decision	   makers	   and	   the	   world	   community	   are	   morally	   and	   legally	  
obliged	  to	  uphold	  and	  promote	  the	  rights	  of	  adolescents	  helping	  them	  to	  develop	  their	  
strengths	  in	  a	  supportive	  and	  safe	  environment	  (UN,	  1989;	  United	  Nations	  Children	  and	  
Education	  Fund	  [UNICEF],	  2003).	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Transforming	   systems	   of	   care	   of	   adolescents	   towards	   a	   more	   friendly	   patient	  
centered	  approach	  with	  an	  emphasis	  on	  their	  developmental	  needs	  with	  the	  application	  
of	  evidence-­‐based	  approaches	  of	  care	  would	  lead	  to	  a	  decline	  in	  countless	  preventable	  
morbidity	   and	  mortality	   among	   this	   age	   cohort	   (Tylee	   et	   al.,	   2007;	   NRC/	   IOM,	   2008).	  
Such	  a	  transformation	  will	  promote	  the	  administration	  of	  developmentally	  appropriate	  
and	  comprehensive	  promotional,	  preventive,	  therapeutic,	  and	  rehabilitative	  health-­‐care	  
for	  all	  adolescents	   (WHO,	  2002a&c;	  Fox	  et	  al.,	  2008;	  NRC/	   IOM,	  2008).	  This	  could	  also	  
promote	  the	  attainment	  of	  the	  4th,	  5th	  and	  6th	  Millennium	  Development	  Goals	   (MDGs)	  
and	  contribute	  to	  the	  achievement	  of	  the	  other	  5.	  In	  as	  much	  as	  the	  young	  generation	  
of	   today	   faces	   more	   complex	   challenges	   than	   their	   predecessors,	   it	   is	   however	  
encouraging	  to	  note	  that	  many	  of	  the	  health	  problems	  they	  encounter	  are	  preventable	  
(WHO,	  2002a;	  Tylee	  et	  al.,	  2007).	  	  
Adolescent	   Friendly	   Health	   Services	   (AFHS)	   is	   one	   of	   the	   approaches	   aimed	   at	  
addressing	  the	  needs	  of	  adolescents	  via	  the	  health	  care	  delivery	  system.	  The	  concept	  of	  
AFHS	   emanated	   from	   a	   global	   consultative	   process	   started	   by	   the	  WHO,	   UNICEF	   and	  
United	   Nations	   Population	   Fund	   (UNFPA)	   in	   1995	   in	   response	   to	   the	   health	   and	  
developmental	   needs	   of	   adolescents	   (WHO,	   2001).	   Health	   promotion	   in	   the	  
contemporary	  world	  involves	  education	  of	  individuals	  on	  healthy	  practices,	  encouraging	  
change	  in	  organizational	  behavior,	  the	  physical	  and	  social	  environment	  of	  communities	  
(United	   States	   Department	   of	   Health	   and	   Human	   Services	   [DHHS],	   2005)	   a	   process	  
encompassed	   by	   the	   AFHS	   concept.	   The	   health	   sector	   has	   a	   great	   responsibility	   to	  
attend	  to	  the	  needs	  of	  adolescents	  (WHO,	  2002a;	  NRC/	  IOM,	  2008)	  and	  in	  collaboration	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with	  other	  sectors	   in	  society	   to	  define	  and	  adequately	  provide	  the	  best	  of	  care	   to	   the	  
adolescent	  population	  (WHO,	  2002c).	  	  
Health	  care	  delivery	  in	  peripheral	  health	  facilities	  in	  the	  developing	  world	  is	  the	  
responsibility	   of	   an	   already	   overburdened	   staff	   (de	   Savigny,	   Kasale,	   Mbuya	   &	   Reid,	  
2008).	   For	   AFHS	   to	   achieve	   its	   set	   objectives	   and	   not	   become	   an	   additional	   burden,	  
societal	  and	   institutional	  contextual	   factors	  need	  to	  be	  taken	   into	  consideration	   in	  the	  
course	  in	  its	  implementation	  (WHO,	  2002c).	  	  
 1.2	   Statement	  of	  the	  Problem	  
The	  initial	  signs	  of	  commitment	  to	  ensuring	  the	  health	  of	  adolescents	   in	  Ghana	  
began	  in	  1996,	  when	  the	  Ministry	  of	  Health	  (MOH)	  established	  an	  office	  to	  coordinate	  
adolescent	  health	  and	  development	   issues.	  By	  2002,	  adolescent	  health	  concerns	  were	  
incorporated	  into	  the	  MOH/	  Ghana	  Health	  Service	  (GHS)	  program	  of	  work	  (POW)	  setting	  
the	   tone	   and	   the	   pace	   for	   the	   establishment	   of	   adolescent/youth	   friendly	   health	  
facilities	   in	   Ghana	   (GHS,	   2007;	   GHS-­‐draft,	   2009).	   Although	   performance	   reports	   and	  
some	  surveys	  suggest	   improvements	   in	  service	  delivery	  to	  adolescent	  clients	  (Personal	  
Communication;	  GHS,	   2007),	   and	   catering	   for	   their	   expectations	  with	   respect	   to	   their	  
health	   needs	   (Awusabo-­‐Asare,	   Biddlecom,	   Kumi-­‐Kyereme	   &	   Patterson,	   2006;	   Kumi-­‐
Kyereme,	  Awusabo-­‐Asare	  &	  Biddlecom,	  2007),	  there	  is	  limited	  information	  with	  regards	  
to	   the	   process	   of	   AFHS	   implementation,	   changes	   in	   organizational	   structure	   and	   the	  
degree	  of	  adherence	  to	  AFHS	  guidelines.	  Evaluation	  of	  activities	  of	  AFHS	  implementing	  
health	   facilities	   is	   prudent	   in	   identifying	   the	   determinants	   of	   their	   service	   delivery	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outcomes.	   Lessons	   from	   such	   evaluations	   will	   guide	   adaptation	   of	   services	   to	   the	  
peculiar	   circumstances	   of	   the	   facilities	   resulting	   in	   enhanced	   service	   delivery	   at	   the	  
facilities	   involved	   in	   the	   study	   and	   other	   such	   facilities	   being	   established	   across	   the	  
country.	   Evidence	   generated	   from	   the	   evaluation	   will	   be	   relevant	   to	   stakeholders	   of	  
AFHS	   in	   Ghana	   to	   pursue	   and	   advance	   their	   cause.	   These	   efforts	   ultimately	   should	  
contribute	   to	   a	   palpable,	   systemic	   change	   in	   the	   health	   and	   general	  wellbeing	   of	   the	  
vulnerable	  underserved	  population	  of	  adolescents	  and	  advice	  policy	  in	  advancing	  AFHS	  
programs.	  	  
 1.3	   Purpose	  of	  the	  Study	  
This	  study	  focused	  on	  systemic	  changes	  within	  health	  facilities	  attributable	  to	  the	  
adherence	  to	  the	  AFHS	  concept.	  The	  study	  assessed	  AFHS	  practices	  and	  in	  the	  process	  
compared	   health	   facilities	   introduced	   to	   AFHS	   principles	   to	   those	   not	   exposed	   to	   the	  
concept	  within	  the	  Akwapim	  North	  and	  South	  districts	  of	  the	  Eastern	  Region	  of	  Ghana.	  
The	   level	   of	   performance	   of	   the	   facilities	   with	   respect	   to	   AFHS	   care	   was	   based	   on	  
information	  from	  the	  Ghana	  Health	  Service	  Adolescent	  Health	  and	  Development	  (ADHD)	  
Program.	  The	  study	  examined	  the	  facilities’	  organizational	  changes,	  adherence	  to	  AFHS	  
delivery	   norms	   as	   dictated	   by	  WHO/GHS	   protocols	   identifying	   factors	   influencing	   the	  
performance	  of	  the	  different	  institutions	  and	  any	  innovative	  practices	  that	  had	  a	  bearing	  
on	  service	  delivery	  to	  adolescent	  clients.	  The	  WHO	  AFHS	  framework	  served	  as	  the	  basis	  
of	  the	  evaluation.	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The	  study	   involved	   the	  staff	  and	  stakeholders	  of	   the	   facilities	   in	   the	  evaluation	  
process	  with	   the	  aim	  of	  empowering	   them	  and	   facilitating	   the	  utilization	  of	   results	   to	  
enhance	  their	  performance	  (Wholey,	  Hatry	  &	  Newcomer,	  2004;	  Kimberly	  &	  Cook,	  2008).	  
Such	  an	  approach	  was	  to	  create	  a	  feeling	  of	  ownership	  of	  study	  findings	  and	  to	  create	  
an	  environment	  whereby	  the	  staff	  could	  themselves	  in	  the	  future	  assess	  their	  activities	  
and	  improve	  upon	  them	  (Wholey,	  Hatry	  &	  Newcomer,	  2004).	  	  
Ultimately	   the	   study	   sought	   to:	   (1)	   Fill	   in	   a	   knowledge	   gap	   with	   respect	   to	  
operations	   of	   AFHS	   delivery	   within	   health	   facilities	   in	   districts	   of	   Ghana;	   (2)	   Identify	  
practices	   that	   were	   beneficial	   to	   institutions	   and	   communities	   within	   the	   context	   of	  
their	  environments	  that	  enhanced	  service	  delivery	  to	  the	  adolescent,	  so	  as	  to	  build	  upon	  
them;	  and	  (3)	  Recommend	  measures	  to	  bridge	  identified	  gaps	  in	  service	  delivery.	  	  
 1.4	   Specific	  Aims	  
The	  study	  had	  three	  objectives:	  	  
1. To	  characterize	  AFHS	  implementation	  in	  the	  two	  administrative	  districts	  	  
2. To	  investigate	  organizational	  factors	  associated	  with	  implementation	  
3. To	  explore	  barriers	  and	  facilitators	  to	  implementation	  	  
 1.5	   Importance	  of	  the	  Study	  
Adolescents	  are	  considered	  a	  vulnerable	  population	  due	  to	  the	  fact	  that	  several	  
of	  their	  needs	  including	  health	  and	  wellbeing	  are	  ill	  addressed	  (WHO,	  2002a).	  Seemingly	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physically	   healthy,	   adolescents	   are	  prone	   to	   lifestyles,	   habits,	   behavioral	   patterns	   and	  
risky	   behaviors	   that	   could	   be	   detrimental	   to	   their	   health	   in	   the	   short	   and	   long	   term	  
(WHO,	  2002a;	  NRC/	   IOM,	  2008).	  Population	  projections	  over	  the	  next	  decades	  show	  a	  
growing	  younger	  generation	  globally	  with	  the	  developing	  world	  accounting	  for	  a	  greater	  
proportion	   (PRB,	   2009).	   Such	   a	   growing	   population	   cohort	   comes	   with	   its	   needs	   and	  
demands.	   The	   earlier	   mechanisms	   are	   in	   place	   to	   address	   the	   needs	   of	   a	   growing	  
population	   of	   adolescents	   the	   better	   it	   would	   be	   for	   the	   health	   and	   well	   being	   of	  
communities	   of	   the	   future	   (NRC/	   IOM,	   2008).	   A	   lot	   has	   been	   achieved	   globally	   in	   the	  
quest	  for	  improving	  the	  health	  of	  adolescents	  (SHAHN,	  2005;	  Dickson	  et	  al.,	  2007;	  Tylee	  
et	   al.,	   2007;	  WHO,	   2009),	   however	   a	   lot	   more	   needs	   to	   be	   done	   (NRC/	   IOM,	   2008).	  
Identifying	   and	   providing	   the	   appropriate	   resources	   requisite	   to	   the	   health	   of	  
adolescents	  will	  in	  the	  short	  and	  long	  term	  achieve	  the	  following:	  	  
• Improve	   care	   delivery	   practices,	   that	   could	   consciously	   or	   unconsciously	   be	  
transferred	  to	  other	  sectors	  of	  the	  health	  care	  delivery	  spectrum	  
• Reduce	  preventable	  morbidity	  and	  mortality	  within	  this	  age	  cohort	  	  
• Improve	  access	  to	  care	  and	  preventive	  services	  like	  family	  planning,	  immunizations,	  
screening	  for	  blood	  pressure,	  cholesterol,	  hepatitis	  B,	  etc.	  
• Reduce	  disease	  burden	  in	  later	  life	  	  
• Serve	  as	  an	  investment	  in	  the	  health	  of	  future	  generations	  	  
• Deliver	  on	  human	  rights	  concerns	  such	  as	  the	  convention	  on	  elimination	  of	  all	  forms	  
of	   discrimination	   against	   women	   (CEDAW)	   (article	   16	   1e),	   the	   convention	   on	   the	  




• Protect	  human	  capital	  (WHO,	  2002a)	  	  
• Promote	  and	  facilitate	  the	  attainment	  of	  MDGs	  4,	  5	  and	  6	  and	  in	  the	  long	  term	  1,	  2,	  
3,	  7	  and	  8	  (Refer	  to	  definitions	  section)	  
• Identify	  and	  recommend	  aspects	  of	  care	  to	  adolescents	  that	  need	  extra	  focus.	  
This	  evaluation	  sought	  to	  identify	  gaps/innovations,	  avail	  recommendations	  that	  
emerge	   from	   the	   findings	   on	   the	   ground	   to	   enhance	   service	   delivery	   to	   the	   targeted	  
population	  and	  ultimately	  improve	  the	  health	  and	  well	  being	  of	  today’s	  adolescents	  and	  
future	   generations.	   The	   study	   is	   in	   line	   with	   the	   GHS	   strategic	   plan	   on	   health	   and	  
development	   of	   adolescents	   and	   young	   people	   for	   2009-­‐	   2015	   that	   seeks	   to	   improve	  
access	   and	   utilization	   of	   information	   and	   services	   to	   adolescents	   and	   young	   people	  
(GHS-­‐Draft,	  2009).	  Securing	  the	  health	  and	  wellbeing	  of	  the	  adolescent	  is	  an	  investment	  
not	  only	  for	  the	  individual	  today,	  but	  also	  for	  the	  society	  as	  a	  whole	  towards	  the	  future	  
and	   the	   generations	   ahead	   (UNFPA,	   2005).	   A	   healthy	   adolescence	   positively	   bears	   on	  
the	   health,	   social,	   economic	   and	  political	   facets	   of	   society	   as	   a	  whole	   (UNFPA,	   2005).	  
Institutions	   providing	   adolescent	   friendly	   services	   in	   Ghana	   require	   an	   assessment	   of	  
their	  activities	  to	  ensure	  that	  these	  services	  are	  patient	  centered	  and	  adequately	  meet	  
the	  needs	  and	  aspirations	  of	  their	  stakeholders.	  	  
 1.6	   Scope	  of	  the	  Study	  
The	   study	   throws	   a	   spotlight	   on	   district	   level	   health	   facilities	   in	   Ghana	   by	  
identifying	  the	  processes	  of	  implementation	  and	  provision	  of	  AFHS.	  The	  study	  will	  focus	  
on	   existing	   organizational	   structures	   (infrastructure,	   policy,	   service	   delivery	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mechanisms)	   and	   changes	   associated	   with	   the	   implementation	   of	   AFHS;	   the	   level	   of	  
adherence	   of	   the	   institutions	   to	   laid	   down	   principles	   of	   the	   AFHS	   concept	   and	   finally	  
sought	   to	   identify	   contextually	   relevant	   factors	   that	   influenced	   the	   process	   of	   AFHS	  
delivery	   within	   the	   health	   facilities	   (Glisson,	   2007).	   The	   study	   also	   identified	   service	  
requirements/needs	  of	  adolescents	  that	  are	  necessary	  but	  not	  yet	  provided	  by	  current	  
AFHS	   programs.	   The	   study	   will	   identify	   innovative	   and	   functional	   practices	   that	   have	  
resulted	  in	  improvement	  of	  care	  provision	  to	  the	  adolescent	  population.	  Such	  practices	  
could	   be	   incorporated	   into	   existing	   infrastructure	   aimed	   at	   providing	   client	   centered	  
care	   to	   the	   targeted	  population.	   Findings	  of	   this	   study	  would	  be	   applicable	   to	  district	  
level	   health	   facilities	   across	   the	   developing	   world.	   The	   study	   sought	   to	   identify	   how	  
facilities	  could	  better	  serve	  their	  constituents	  by	  using	  the	  tools	  of	  AFHS	  as	  is	  provided	  
by	   contemporary	   evidence.	   Study	   findings	   could	   inform	   AFHS	   delivery	   at	   the	   tertiary	  
level,	  though	  with	  some	  level	  of	  caution	  as	  their	  institutional	  structures	  may	  differ	  from	  
those	  of	  the	  district	  level.	  	  
 1.7	   Definition	  of	  Terms	  
 1.7.1	   Adolescent	  Friendly	  Health	  Services	  (AFHS)	  	  
Adolescent	  Friendly	  Health	  Services	  (AFHS)	  can	  be	  described	  as	  an	  approach	  to	  
care	  delivery	  that	  encompasses	  the	  qualities	  that	  meet	  young	  peoples’	  demand	  and	  the	  
high	  standards	  required	  of	  the	  best	  of	  public	  services	  (WHO,	  2002a)	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 1.7.2	   Adolescent	  Health	  Corner	  (ADH	  Corner)	  	  
Adolescent	   Health	   Corner	   (ADH	   Corner)	   is	   a	   counselling	   room	   or	   an	   exclusive	  
place	   for	   young	   people	   located	   within	   a	   health	   facility.	   The	   counselling	   room	   or	   an	  
exclusive	  place	  can	  be	  enhanced	  with	  a	  library	  facility,	  a	  game	  area,	  audio-­‐visuals	  and	  a	  
reception	  to	  make	  it	  more	  appealing	  and	  user-­‐friendly	  (GHS,	  2008).	  
 1.7.3	   Negative	  Affect	  	  
Negative	   Affect	   is	   the	   tendency	   to	   experience	   states	   such	   as	   sadness,	  
fear/anxiety,	  guilt,	  and	  anger/hostility	  (Watson	  and	  Clark,	  1984).	  
 1.7.4	   Emotional	  Competence	  	  
Emotional	   Competence	   refers	   to	   emotion-­‐	   related	   skills	   of	   emotion	   regulation,	  
expression,	  and	  awareness	  (Hessler	  &	  Katz,	  2009).	  Anger	  is	  an	  important	  manifestation	  
of	  emotion.	  	  
 1.7.5	   Millennium	  Development	  Goals	  (MDGs)	  	  
Millennium	  Development	  Goals	   (MDGs)	   are	   the	  product	   of	   the	  United	  Nations	  
Millennium	  Declaration	  by	  world	  leaders	  in	  September	  2000	  to	  reduce	  extreme	  poverty	  
and	  setting	  out	  time-­‐bound	  targets	  with	  a	  deadline	  of	  2015.	  There	  are	  8	  MDGs:	  	  
MDG	  1	  Eradicate	  Extreme	  Poverty	  and	  Hunger	  
MDG	  2	  Achieve	  Universal	  Primary	  Education	  
MDG	  3	  Promote	  Gender	  Equality	  and	  Empower	  Women	  
MDG	  4	  Reduce	  Child	  Mortality	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MDG	  5	  Improve	  Maternal	  Health	  
MDG	  6	  Combat	  HIV/AIDS,	  Malaria	  and	  other	  Diseases	  
MDG	  7	  Ensure	  Environmental	  Sustainability	  
MDG	  8	  Develop	  a	  Global	  Partnership	  for	  Development	  (UN,	  2010)	  
 1.7.6	   Risk	  Factors	  
	  Risk	   factors	   are	   linked	   to	   the	   onset,	   duration	   and	   severity	   of	   a	   dysfunction	  
whereas	   protective	   factors	   improve	   the	   resistance	   of	   persons	   to	   risk	   factors	   and	  
disorder.	  Preventive	  interventions	  counteract	  risk	  factors	  whilst	  enhancing	  the	  effects	  of	  
protective	  factors	  (Coie,	  Watt,	  West,	  et	  al.,	  1993).	  	  
 1.7.7	   Protective	  Factors	  	  
Protective	  factors	  help	  avert	  the	  exposure	  to	  risk	  factors.	  Protective	  factors	  could	  
directly	   result	   in	  a	   reduction	  of	   the	  effect	  of	  a	  dysfunction,	  buffer	   the	  effects	  of	  a	   risk	  
factor	  by	  interacting	  with	  it	  or	  disrupting	  the	  action	  of	  a	  risk	  factor	  in	  not	  arriving	  at	  the	  
dysfunction	  (Coie,	  Watt,	  West,	  et	  al.,	  1993).	  
 1.7.8	   Sexual	  Risk	  Taking	  	  
Sexual	   risk	   taking	   in	   the	   context	   of	   this	   document	   is	   any	   unprotected	   sexual	  
activity	   that	   exposes	   the	   adolescent	   to	   adverse	   health	   consequences	   such	   as	   STIs,	  
HIV/AIDS	  and	  Unwanted/	  Unintended	  Pregnancies.	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 1.7.9	   Trauma	  	  
Trauma	   is	   a	   normal	   reaction	   to	   an	   extreme	   event;	   it	   is	   a	   response	   to	   being	  
exposed	   to	   an	   incident	   that	   serves	   as	   a	   threat	   to	   survival	   or	   adaptation	   (Eckes	   &	  
Radunovich,	  2009;	  CDC,	  2009).	  
 1.7.10	   Post	  Traumatic	  Stress	  Disorder	  (PTSD)	  	  
Post	  traumatic	  stress	  disorder	  (PTSD)	  is	  said	  to	  have	  set	  in	  when	  the	  effects	  of	  a	  
trauma	  are	  sustained	  over	  a	  one-­‐month	  period	  or	  get	  worse	  (CDC,	  2009).	  
 1.7.11	  Early	  adopter	  of	  AFHS	  
A	  health	  facility	  in	  which	  the	  staff	  have	  received	  intensive	  AFHS	  training	  and	  have	  
been	  actively	  working	  over	  a	  sustained	  period	  of	  time	  to	  transform	  their	  facility	  towards	  
AFHS.	  
 1.7.12	  Late	  adopter	  of	  AFHS	  
A	   health	   facility	   in	   which	   the	   staff	   know	   about	   AFHS,	   and	   because	   of	   their	  
knowledge,	   the	   facility	   has	   started	   to	   implement	   some	  AFHS	   principles.	   The	   facility	   is	  
characterized	  as	  "lagging	  behind"	  on	  AFHS	  implementation,	  because	  the	  facility	  has	  not	  
received	  any	  intensive	  training	  in	  AFHS	  implementation.	  	  	  
 1.8	   Limitations	  and	  Delimitations	  of	  the	  Study	  
 1.8.1	   Limitations	  
	   The	  sample	  size	  of	  health	  facilities	  used	  for	  the	  study	  was	  not	  large	  enough	  to	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attempt	  multivariate	  analysis	  and	  to	  define	  any	  causal	  relationships	  between	  the	  
defined	  characteristics.	  
	   The	  small	  sample	  size	  could	  have	  contributed	  to	  the	  intervention	  not	  having	  
statistically	  significant	  impacts	  on	  some	  outcomes	  such	  as	  accessibility	  and	  acceptability.	  	  
	   There	  were	  efforts	  to	  include	  as	  much	  diverse	  stakeholders	  in	  AFHS	  as	  possible,	  
but	  in	  some	  facilities	  due	  to	  the	  unavailability	  of	  some	  group	  of	  persons	  there	  were	  
shortfalls	  in	  the	  final	  numbers.	  
Study	   subjects	   self-­‐reported	   their	   experiences,	   as	   such	   there	   is	   the	   likelihood	  
that	   not	   all	   information	   was	   provided	   to	   the	   interviewers.	   There	   could	   be	   lapses	   in	  
memory	  resulting	   in	  recall	  bias.	   Issues	  of	  trust	  and	  confidentiality	  could	  result	   in	  study	  
participants	  not	  providing	  all	  information	  known	  to	  them.	  	  
 1.8.2	   Delimitations	  
The	   study	   focused	   on	   the	   health	   institutions,	   their	   staff,	   adolescents	   in	   the	  
facility	  catchment	  area,	  and	  community	  representatives	  to	  the	  health	  facility.	  The	  study	  
was	   not	   seeking	   to	   identify	   a	   causal	   link,	   but	   to	   characterize	   AFHS	   implementation,	  
investigate	   whether	   organizational	   factors	   are	   associated	   with	   implementation,	   and	  
explore	  major	  obstacles	  to	  implementation,	  as	  well	  as	  identifying	  innovative	  practices	  to	  
overcome	  the	  hurdles	  identified.	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CHAPTER	  II:	  	  	  REVIEW	  OF	  THE	  LITERATURE	  	  
 2.1	   Introduction	  
The	  literature	  review	  begins	  by	  defining	  adolescence	  and	  adolescents,	  and	  then	  
describes	  the	   importance	  of	  meeting	  their	  health	  needs	  with	  regards	  to	   issues	  such	  as	  
HIV/AIDS,	   STIs,	   pregnancies,	   substance	  use,	   etc.	   The	   review	   then	  discusses	   the	  health	  
needs	  of	  adolescents	  and	  concludes	  with	  a	  description	  of	  the	  WHO	  Framework	  on	  AFHS	  
and	  how	  its	  components	  are	  related	  to	  this	  evaluation.	  	  
By	   virtue	   of	   their	   stage	   in	   growth	   and	   development	   adolescents	   have	   several	  
concerns;	  these	  could	  be	  health	  related	  or	  non-­‐health	  related	  (WHO,	  2002a).	  Gaining	  a	  
deeper	   understanding	   of	   their	   world	   could	   facilitate	   a	   better	   understanding	   of	   their	  
concerns	   resulting	   in	   a	  more	   informed	   and	   well-­‐targeted	   health	   care	   delivery	   to	   this	  
population.	  
 2.2	   Adolescence	  and	  Adolescent	  Health	  Issues	  
Adolescence	   is	   the	   period	   between	   the	   ages	   of	   10	   and	   19	   years	   when	   young	  
individuals	   transition	   into	   adulthood	   (WHO,	   2002a;	   WHO,	   2003).	   The	   concept	   of	  
adolescence	   is	   a	   relatively	   recent	   phenomenon,	   more	   so	   in	   the	   developing	   world	  
(Senderowitz,	   1999).	   This	  period	   is	   subdivided,	  by	   some,	   into	  early	   (10	   -­‐14	   years)	   and	  
late	   (15-­‐19	  years)	  adolescence	  (James-­‐Traore,	  2000;	  Cobb,	  2001)	  whereas	  others	  refer	  
to	  early	  (10	  –	  13	  years),	  mid-­‐	  (14	  –	  15	  years)	  and	  late	  (16	  –	  19	  years)	  adolescence	  (WHO,	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2002a).	  Lifestyle	  choices	  made	  during	  this	   life	  phase	  could	  enhance	  or	  diminish	   future	  
health	  states	  (Senderowitz,	  1999)	  -­‐	  cognizant	  of	  the	  fact	  that	  young	  people	  are	  exposed	  
to	  risks	  such	  as	  substance	  use,	  unprotected	  sexual	  behavior,	  and	  behavioral	  disorders.	  
Risky	  behaviors	  coupled	  with	  adjustment	  difficulties	  at	  a	  young	  age	  are	  associated	  with	  
negative	   outcomes	   temporarily	   and	   later	   in	   life	   such	   as	   early	   pregnancy,	   accidents,	  
suicide	   and	   alcohol	   dependence	   in	   adulthood	   (WHO,	   2002a;	   Sher	  &	   Zalsman,	   2005	   in	  
Hessler	  &	  Katz,	  2009).	  Changes	  occurring	  within	  society,	   the	  physiology	  of	  adolescents	  
and	  disease	  patterns	  make	   it	  prudent	   for	   reciprocal	  changes	  to	  societal	  perspective	  of	  
reproductive	   health	   (RH)	   care	   delivery	   to	   young	   people	   as	   they	   are	   staying	   single	   for	  
longer	  periods.	  Rates	  of	  sexually	   transmitted	  diseases	   (STDs)	   including	  HIV	  are	  also	  on	  
the	  rise	   (Senderowitz,	  1999).	  For	  example,	   society	   in	   the	  very	  near	  past	  perceived	  the	  
unmarried	   and	   young	   as	   not	   deserving	   RH	   services	   (Senderowitz,	   1999).	   Physiological	  
changes	  such	  as	  the	  decreasing	  age	  of	  menarche	  and	  social	  changes	  such	  as	  broadened	  
educational	  and	  job	  opportunities	  for	  females	  has	  increased	  the	  age	  of	  marriage	  in	  most	  
countries,	   African	   inclusive	   (Kiragu	  &	   Zabin,	   1995;	   Blanc	  &	  Way,	   1998;	   Pasquet	   et	   al.,	  
1999;	   Singh	   et	   al.,	   2000;	   Mmari	   &	   Magnani,	   2003).	   Urbanization	   and	   improved	  
communications	   have	   also	   resulted	   in	   an	   increase	   in	   sexual	   activity	   during	   this	   non-­‐
marital	  period	  (Senderowitz,	  1999).	  	  
Adolescents	  are	  a	  group	  of	  young	  people	  between	  the	  ages	  of	  10	  and	  19	  (WHO,	  
2002a;	  WHO,	  2003)	  with	   varying	   and	  distinct	   health	  needs	   (Senderowitz,	   1999;	   Kumi-­‐
Kyereme,	  Awusabo-­‐Asare	  &	  Biddlecom,	  2007).	  This	  is	  the	  largest	  ever	  adolescent	  cohort	  
on	  the	  face	  of	  the	  earth	  numbering	  about	  1.2	  billion	  and	  constituting	  a	  fifth	  of	  the	  global	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population	  (UNFPA,	  2003).	  Adolescents	  make	  up	  about	  20%	  of	  the	  population	  of	  South	  
East	  Asia	  and	  constitute	  a	  fifth	  (21.9%)	  of	  the	  total	  population	  of	  18.8	  million	  people	  in	  
Ghana	   (GHS,	   2008;	   WHO,	   2005).	   This	   large	   cohort	   of	   adolescents	   is	   the	   result	   of	  
improved	  neonatal	  care	  and	  increased	  child	  survival	  due	  partly	  to	  successful	  vaccination,	  
other	  preventive	  programs	  and	  advances	  in	  medical	  technology;	  the	  health	  care	  system	  
is	   obliged	   to	   cater	   for	   this	   population	   to	   unearth	   their	   full	   potential	   for	   the	   future	   of	  
humanity	  (Kleinert,	  2007).	  	  
Providing	   the	   requisite	   and	   appropriate	   support	   for	   adolescents	   to	   develop	  
positive	   lifestyles	  would	  enable	  them	  to	  acquire	  the	  positive	  qualities	  today	  that	  could	  
be	   determinants	   of	   positive	   health	   outcomes	   tomorrow	   (Senderowitz,	   2003;	   WHO,	  
2002a).	  Adolescence	  is	  also	  seen	  as	  a	  period	  where	  negative	  influences	  and	  experiences	  
of	  childhood	  from	  varying	  perspectives	   (nutrition,	   trauma,	  etc.)	  could	  be	  reversed	  and	  
corrected	  (WHO,	  2005;	  Ulmer,	  2008)	  setting	  the	  growing	  individual	  on	  a	  path	  of	  positive	  
growth	  and	  development.	  
 2.2.1	   Health	  Needs	  of	  Adolescents	  
With	  the	   failure	  to	  provide	  developmentally	  appropriate	  care	   for	   them	  in	  most	  
countries,	  the	  health	  needs	  of	  adolescents	  could	  be	  described	  as	  marginalized,	  ignored	  
or	  at	  best	  neglected	  (Kleinert,	  2007).	  Services	  targeting	  adolescents	  require	  an	  emphasis	  
on	  information,	  psychosocial	  support,	  promotive	  and	  preventive	  measures	  appropriate	  
for	   a	   maturing	   population	   (WHO,	   2002b)	   and	   should	   be	   acceptable,	   accessible,	  
appropriate,	   effective	   and	   equitable	   (WHO,	   2002a;	   NRC/	   IOM,	   2008).	   The	   varying	   life	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experiences	   of	   adolescents	   is	   a	   reflection	   of	   the	   diverse	   cultural,	   social,	   political	   and	  
economic	   environments	   of	   their	   growth	   globally,	   a	   situation	   which	   inevitably	   shapes	  
their	  approach	  to	  risk-­‐taking	  (WHO,	  2002a;	  WHO,	  2002b;	  UNFPA,	  2003).	  	  As	  a	  result,	  the	  
views	   and	   opinions	   of	   adolescents	   constitute	   a	   prerequisite	   in	   defining	   their	   health	  
needs	   (WHO,	   2002a;	   WHO,	   2002b).	   Caregivers	   do	   not	   always	   appreciate	   how	  
adolescents	  feel;	  adolescents	  on	  the	  other	  hand	  are	  not	  always	  comfortable	  expressing	  
their	  situation	  to	  care	  givers	  (Tylee	  et	  al.,	  2007).	  Adolescents	  have	  unexpected	  worries/	  
concerns	  about	  conditions	  they	  might	  not	  have,	  but	  are	  apprehensive	  of	  disclosure	  for	  
fear	   of	   stigmatization	   or	   non-­‐confidentiality	   (Haller	   et	   al.,	   2007).	   Adolescents	   do	   not	  
assess	   services	   due	   to	   existing	   operational	   barriers,	   lack	   of	   information,	   feelings	   of	  
discomfort,	  policy	  constraints	  (Senderowitz,	  1999),	  insurance	  coverage	  (NRC/IOM,	  2008)	  
and	  community	  non-­‐acceptance	  (WHO,	  2002a).	  	  
 2.2.2	   Addressing	  the	  Health	  Needs	  of	  Adolescents	  
The	  WHO	  with	  its	  partner	  organizations	  in	  recognition	  of	  the	  importance	  of	  the	  
health	  and	  well	  being	  of	  adolescents	  facilitated	  the	  global	  consultative	  process	  in	  1991	  
(WHO,	   2001).	   Several	   organizations	  worldwide	   as	   a	   result	   are	   tirelessly	   implementing	  
interventions	  geared	  at	  accessible,	  acceptable,	  appropriate,	  effective	  and	  equitable	  care	  
delivery	  to	  adolescents	  (Senderowitz,	  1999;	  SHAHN,	  2005;	  NRC/	  IOM,	  2008).	  Programs	  
for	  adolescents	  mirror	  the	  context	  within	  which	  they	  reside	  (WHO,	  2002a)	  in	  line	  with	  a	  
WHO	  consensus	  that	  interventions	  should	  address	  the	  prevailing	  realities	  and	  priorities	  
of	   the	   societies	   (WHO,	  2001;	  WHO,	  2002c).	  Collaborative	  efforts	  between	  agencies	  of	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diverse	   expertise	   are	   required	   to	   address	   the	   needs	   of	   adolescents	   (WHO,	   2002a)	   as	  
portrayed	  by	   interventions	   in	  the	  US,	   India,	  South	  Africa,	  Britain,	  Australia	  and	  Zambia	  
(SHAHN,	  2005;	  Dickson,	  Ashton	  &	  Smith,	  2007;	  NRC/	  IOM,	  2008).	  In	  line	  with	  the	  global	  
movement	   towards	   addressing	   the	   health	   needs	   of	   adolescents,	   the	   Ghana	   Health	  
Service	   (GHS)	   through	   its	   Adolescent	   Health	   and	   Development	   (ADHD)	   Program	   in	  
collaboration	   with	   other	   agencies	   is	   integrating	   AFHS	   into	   service	   delivery	   of	   health	  
facilities	  by	  2015	  (GHS,	  2008).	  	  
 2.2.3	   Key	  Determinants	  of	  Adolescent	  Risk	  Taking	  Behaviors	  
Risk	  and	  protective	  factors	  are	  the	  precursors	  of	  dysfunction	  or	  health.	  Risk	  like	  
protective	  factors	  could	  be	  from	  individual	  predisposition	  or	  the	  influence	  of	  the	  social	  
environment	   (Coie	   et	   al.,	   1993).	   Unprotected	   sex,	   smoking,	   substance/alcohol	   use,	  
activities	   resulting	   in	   accidents,	   suicide,	   behavioral	   disorders,	   nutritional	   inadequacies	  
and	  violence	  are	  some	  examples	  of	  risk	  taking	  in	  adolescence	  (WHO,	  2003;	  GHS	  2008).	  
Adolescent	   risk	   taking	   behavior	   is	   determined	   by	   multiple	   levels	   of	   influence	   and	  
appropriately	   explained	   by	   the	   Ecological	   Model/Perspective	   of	   behavioral	   change	  
(DHHS,	  2005;	  Edberg,	  2007).	  The	  risk	  protective	  framework	  also	  provides	  a	  description	  
of	   the	   multiple	   levels	   of	   influence	   on	   sexual	   and	   reproductive	   risk	   taking	   among	  
adolescents	   (Blum	   &	   Mmari,	   2005).	   These	   levels	   could	   be	   subdivided	   into	  
intrapersonal/individual,	   interpersonal,	   institutional/organizational,	   community	   and	  
public	  policy	  (DHHS,	  2005).	  Risk	  taking	  is	  influenced	  not	  only	  by	  the	  individual	  levels,	  but	  
by	  interactions	  between	  the	  various	  levels	  as	  described	  in	  the	  following:	  Developmental	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changes	  due	  to	  biological/hormonal	  changes	   in	  puberty,	  social	  contexts	   like	  the	  home,	  
interact	  with	  community	  factors	  that	  ultimately	  influence	  health	  and	  risk	  taking	  among	  
adolescents	   (James-­‐Traore,	   2001;	   Patton	  GC	   et	   al.,	  2005;	   Tylee	   et	   al.,	   2007).	   Drinking	  
habits	   for	   instance	   have	   been	   linked	   to	   peer	   influence	   and	   the	   context	   within	   which	  
adolescents	  develop	  (Crosnoe,	  Muller	  &	  Frank,	  2004).	  Biological	  changes	  manifested	  by	  
faster	   physical	   development	   and	   menstruation,	   psychological	   changes	   that	   influence	  
behavior	  and	  cognitive	  capacity	  as	  well	  as	   social	  dynamics	   involving	   relationships	  with	  
persons	   in	  their	   immediate	  or	  distant	  environment	  affect	  the	  health	  and	  risk	  taking	  of	  
adolescents	   (James-­‐Troare,	   2001;	   Tylee	   et	   al.,	   2007).	   Some	   factors	   contributing	   to	  
protection	  from	  sexual	  risk	  taking	  among	  adolescents	  are	  culture	  such	  as	  gender	  roles	  
(Wight	  et	  al.,	  1998),	  economic	  situations	  (Gubhaju,	  2002),	  political	  decisions	  (Gubhaju,	  
2002)	   and	   societal	   support	   or	   lack	   of	   it	   (Wight	   et	   al.,	   1998;	   Senderowitz,	   2000).	   Risk	  
taking	  could	  be	  a	  reflection	  of	  situations	  that	  provide	  inappropriate	  support	  structures	  
or	  rather	  predispose	  adolescents	  to	  risk	  (Simantov	  et	  al,	  2000).	  
In	   the	   absence	   of	   client-­‐centered	   care,	   adolescents	   avoid	   seeking	   help	   in	  
healthcare	  institutions	  resulting	  in	  scenarios	  as	  depicted	  in	  the	  case	  study	  involving	  the	  
14	  year	  old	  pregnant	  girl	  described	  in	  the	  introductory	  chapter.	  Policies	  providing	  lucid	  
guidelines	   and	   directives	   on	   service	   provision	   to	   the	   adolescent	   population	   can	  
inadvertently	   provide	   the	   right	   environments	   to	   reduce	   risk	   taking	   among	   this	  
population	   cohort.	   Identifying	   and	   reducing	   or	   eliminating	   risk	   whilst	   enhancing	  
protective	  factors	  could	  avert	  negative	  health	  outcomes	  (Coie	  et	  al.,	  1993;	  Mrazek	  et	  al.	  
2004;	   Hawkins	   et	   al.,	   2008)	   and	   allow	   for	   linkage	   of	   adolescents	   to	   services	   and	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resources.	   Early	   interventions	   addressing	   risk	   taking	   are	   by	   far	   less	   expensive	   than	  
managing	  their	  consequences	  (Hawkins	  et	  al.,	  2008).	  	  
 2.2.4	   Sexual	  and	  Reproductive	  Health	  (SRH)	  
Sexual	   risk	   taking	  with	   its	  associated	  short	  and	   long	  term	  complications	  among	  
adolescents	   has	   lent	   credence	   to	   approaching	   AFHS	   initially	   from	   the	   sexual	   and	  
reproductive	  health	  perspective	  as	  is	  still	  the	  case	  in	  most	  developing	  countries	  (WHO,	  
2003;	  GHS,	  2007).	  Some	  SRH	  issues	  facing	  adolescents	  in	  the	  developing	  world	  include	  
the	  Human	  Immunodeficiency	  Virus/Acquired	  Immune	  Deficiency	  Syndrome	  (HIV/AIDS),	  
Sexually	  Transmitted	  Infections	  (STIs),	  Unwanted	  Pregnancies	  and	  Abortions.	  	  
 HIV/AIDS	  and	  STIs	  
HIV/AIDS	   and	   depression	   are	   the	   leading	   causes	   of	   ill-­‐health	   among	   young	  
people	   aged	   10–24	   years	   worldwide	   (WHO,	   2001b)	   with	   the	   former	   afflicting	  
predominantly	  the	  developing	  world	  and	  the	  latter	  the	  developed	  (UNFPA,	  2003;	  WHO,	  
2003;	  Tylee	  et	  al.,	  2007).	  The	  serious	  challenge	  posed	  to	  global	  health	  by	  the	  increase	  in	  
incidence	  and	  prevalence	  HIV/	  AIDS	  and	  STIs	  (WHO,	  2004)	   led	  to	  the	  consensus	   in	  the	  
1990s	  by	   the	  WHO	  and	   its	  partner	  organizations	   to	   seriously	  pursue	  adolescents’	   SRH	  
needs	  to	  avert	  a	  global	  disaster	  (WHO,	  2001).	  HIV	  and	  STIs	  are	  known	  bedfellows	  with	  
the	  latter	  facilitating	  the	  transmission	  of	  the	  former	  (WHO,	  2004;	  WHO,	  2007).	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 Incidence	  and	  Prevalence	  of	  HIV/	  AIDS	  and	  STIs	  
Half	  of	  all	  new	  HIV	  infections	  occur	  among	  15	  to	  24	  year-­‐olds	  (WHO,	  2003),	  75%	  
of	  who	  were	  residing	  in	  Sub-­‐Saharan	  Africa	  as	  at	  December	  2001	  (UNFPA,	  2003).	  Young	  
people	   of	   poor	   socioeconomic	   backgrounds	   in	   predominantly	   developing	   countries	   of	  
sub-­‐Saharan	  Africa	   and	   South	  Asia	   are	   at	   the	   center	   of	   the	  HIV/AIDS	   epidemic	  with	   a	  
quarter	   of	   the	   40	   million	   infected	   individuals	   being	   between	   the	   ages	   of	   15	   and	   24	  
(UNFPA,	   2003;	  WHO,	   2006).	   HIV	   prevalence	   trends	   of	   adolescents	   15-­‐19	   years	  within	  
Sub-­‐Saharan	   Africa	   consistently	   show	   females	   with	   higher	   rates	   than	   males	   (Macro	  
International	   Inc,	   2008).	   The	   2003	   Demographic	   and	   Health	   Survey	   (DHS)	   in	   Ghana	  
reported	  an	  HIV	  prevalence	  of	  0.5%	  among	  females	  and	  0.2%	  among	  males	  aged	  15-­‐19	  
years	  (GSS,	  NMIMR	  &	  ORC	  Macro,	  2004).	  STIs	  rates	  have	  been	  high	  among	  young	  people	  
(WHO-­‐AFRO,	   2001;	  WHO,	   2004):	   those	   below	   25	   years	   accounting	   for	   a	   third	   of	   the	  
estimated	  333	  million	  cases	  of	  curable	  STIs	  reported	  annually	  worldwide	  and	  15-­‐19	  year	  
olds	  coming	  second	  to	  20-­‐24	  year	  olds.	  One	  out	  of	  20	  adolescents	  worldwide	  contracts	  
STIs	  annually	  (Dehne	  &	  Reidner,	  2005).	  	  
 Unwanted	  Pregnancies	  and	  Abortions	  
Some	  16	  million	  adolescents	  give	  birth	  each	  year	  as	  a	   result	  of	  unplanned	  sex,	  
between	   a	   third	   and	   two-­‐thirds	   of	   the	   resultant	   births	   are	   equally	   unplanned	   (WHO,	  
2012).	  Complications	  of	  unplanned	  pregnancies	  are	  abortions	  under	  unsafe	  conditions	  
and	   higher	   risks	   of	   adverse	   outcomes	   for	   both	   the	   mother	   and	   the	   newborn:	   the	  
maternal	  mortality	   ratio	   among	   adolescents	   is	   twice	   that	   of	  women	   in	   their	   twenties	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(WHO,	  2012).	   In	  the	  midst	  of	  such	  high	  levels	  of	  unwanted	  pregnancies	  and	  abortions,	  
general	   contraceptive	   and	   condom	   use	   is	   low	   among	   adolescents.	   In	   Ghana,	   19.4%	  
female	   and	   12.8%	  male	   adolescents	   used	   any	   form	   of	   contraceptive	   in	   the	   past,	   the	  
lowest	  among	  all	  age	  cohorts.	  Male	  condom	  utilization	  was	  14.0%	  by	  female	  and	  10.5%	  
male	  adolescents	  (GSS,	  NMIMR	  &	  ORC	  Macro,	  2004).	  	  
 Incidence	  and	  Prevalence	  of	  Teenage	  Pregnancies	  and	  Abortions	  
Birth	  rates	  since	  the	   late	  1980s	  among	  adolescents	  are	  declining	  though	  not	  so	  
dramatically	  across	  the	  globe	  with	  the	  developed	  contributing	  more	  than	  the	  developing	  
countries	   (Macro	   International	   Inc,	  2008).	  Unwanted	  pregnancies	  are	   common	  among	  
adolescents	   and	   they	   account	   for	   over	   a	   quarter	   of	   the	   estimated	   20	   million	   unsafe	  
abortions	   performed	   globally	   each	   year	   (UNFPA,	   2003).	   Though	   pregnancies	   among	  
adolescents	  have	  decreased	  in	  recent	  years	  in	  Ghana,	  they	  still	  remain	  a	  challenge	  with	  
12.4%	  of	  registered	  pregnancies	  attributable	  to	  adolescents	  (GHS-­‐draft,	  2009).	  There	  is	  
poor	   data	   quality	   on	   abortion	   among	   adolescents	   in	   Ghana,	   though	   in	   the	   general	  
population	   unsafe	   abortions	   contribute	   to	   22-­‐30%	   of	   maternal	   mortality	   (GHS-­‐draft,	  
2009).	  
 Consequences	  of	  not	  Preventing	  Teen	  Pregnancies	  and	  Abortions	  
The	  consequences	  of	  adolescent	  sexual	  risk	  taking	  temporarily	  could	  manifest	  in	  
the	   short	   or	   long	   term	   (Senderowitz,	   2000),	   could	   affect	   the	   individual,	  
family/community	   and	   nations	   (UNFPA,	   2003);	   they	   could	   be	   of	   health,	   educational,	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social,	   economic	   and	   psychological	   costs	   to	   societies	   across	   the	   globe	   (UNFPA,	   2003).	  	  
These	  consequences	  though	  enormous	  are	  preventable.	  	  
 STIs	  and	  HIV/AIDS	  
STIs	  and	  HIV/AIDS	  when	  not	  identified	  and	  managed	  early	  could	  result	  in	  health	  
problems	   and	   adverse	   consequences	   for	   sufferers.	   Some	   complications	   of	   STIs	   are	  
excessive	  bleeding,	  pelvic	  inflammatory	  diseases	  (PIDs)	  or	  sepsis,	  ectopic	  pregnancy	  and	  
infertility	   with	   its	   social	   and	   emotional	   distresses.	   These	   conditions	   could	   curtail	  
individual	  development,	  cut	  short	  a	  hitherto	  highly	  expectant	  juvenile	  life	  (UNFPA,	  2003;	  
WHO,	  2004)	  or	  have	  adverse	  effects	  on	  social	  and	  economic	   systems	  of	   communities.	  
STIs	  like	  gonorrhea	  affect	  children	  born	  to	  mothers	  with	  such	  untreated	  infections	  and	  
STIs	  provide	  a	  fertile	  ground	  for	  HIV	  infection	  (WHO,	  2004;	  WHO,	  2007).	  	  
 Unwanted	  Pregnancies	  and	  Abortions	  
Teenage	   pregnancies	   are	   mostly	   a	   result	   of	   sexual	   risk	   taking;	   they	   are	   in	  
themselves	   a	   “risk”	   perpetuating	   other	   adverse	   social	   outcomes	   on	   the	   “victims”	  
(UNFPA,	  2003).	  At	  the	  individual	  level,	  adolescent	  mothers	  have	  to	  contend	  with	  some	  
levels	   of	   health	   as	   well	   as	   socioeconomic	   disadvantages	   during	   and	   after	   such	  
pregnancies.	  In	  the	  course	  of	  pregnancies	  and	  labor,	  adolescents	  stand	  the	  risk	  of	  being	  
anemic,	  having	  pre-­‐eclampsia,	  excessive	  bleeding,	  are	  more	  prone	   to	  birth	   traumas	   in	  
the	   form	   of	   perineal	   tears,	   defects	   leading	   to	   fistula	   and	   paralysis	   coupled	   with	   its	  
emotional	  trauma	  (UNFPA,	  2003).	  Maternal	  deaths	  among	  females	  aged	  15-­‐19	  years	  are	  
twice	   as	   high	   as	   those	   above	   20	   years	   (Ringheim	   &	   Gribble,	   2007).	   Infants	   of	   such	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pregnancies	  could	  be	  low	  weight	  and	  anemic	  with	  a	  higher	  morbidity	  and	  mortality.	  For	  
every	  death	  during	  childbirth	  of	  an	  adolescent	  15	  to	  30	  others	  endure	  varying	  degrees	  
of	  disability	  (UNFPA,	  2003).	  Adolescents	  with	  children	  have	  curtailed	  potentials	  for	  self-­‐
development	   dropping	   out	   of	   school	   and	   living	   in	   poverty,	  which	   is	   a	   vicious	   cycle	   in	  
some	   communities.	   The	   resultant	   infant	   tends	   to	   be	   unwanted	   and	   does	   not	   get	   the	  
attention	   it	   duly	   deserves.	   An	   adolescent	   is	   not	   matured	   enough	   to	   withstand	   the	  
pressures	  of	  caring	  for	  a	  child,	   it	   is	   like	  a	  kid	  taking	  care	  of	  another	  kid	  (UNFPA,	  2003).	  
Premature	   abortions	   in	   this	   age	   group	   could	   aside	   physiological	   factors	   be	   due	   to	  
previous	  STIs	  (WHO,	  2004).	  Taking	  a	  proactive	  approach	  in	  managing	  sexual	  risk	  taking	  
in	   adolescents	   does	   not	  mitigate	   a	   reproductive	   health	   problem	   alone,	   but	   results	   in	  
socioeconomic,	  political	   and	   cultural	  benefits	   to	   society	  as	   a	  whole	   (Lugalla,	   Emmelin,	  
Mutembei	  et	  al.,	  2004;	  Fox,	  et	  al.,	  2008).	  	  
 2.2.5	   Substance	  Use	  
Substance	   use	   in	   childhood	   and	   adolescence	   could	   be	   the	   result	   of	   socio-­‐
economic	   factors	   such	   as	   lack	   of	  material	   resources,	  marital	   status,	   parental	   styles	   of	  
providing	  care;	  neighborhood	  of	  residence	  (Sigfusdottir,	  Farkas,	  &	  Silver,	  2004;	  Chuang,	  
Ennett,	  Bauman,	  &	  Foshee,	  2005;	  Barret	  &	  Turner,	  2006;	  Frank,	  Cerda,	  &	  Rendon,	  2007;	  
Henry	   &	   Slater,	   2007;	   Xue,	   Zimmerman,	   &	   Caldwell,	   2007;	   Huure,	   Lintonen,	   Kaprio,	  
Pelkonen,	  Marttunen	  &	  Aro,	   2008;	   Bernberg,	   Thorlindsson	  &	   Sigfusdottir,	   2009),	   peer	  
relationships	   and	   social	   competence	   (Chuang,	   Ennett,	   Bauman	   &	   Foshee,	   2005;	  
Thorlindsson	  &	  Bernburg,	  2006;	  Bernburg	  et	  al.,	  2009),	  academic	  functioning	  (Huure	  et	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al.,	  2008;	  Merline,	  Schulenberg,	  Bachman,	  &	  Johnston,	  2008;	  Pitkanen,	  Kokko,	  Lyyra,	  &	  
Pulkkinen,	  2008)	  and	  mental	  health	  (Huurre	  et	  al.,	  2008;	  Schulumberg	  &	  Maggs,	  2008;	  
Ohannessian	  &	  Hesselbrock,	  2009).	  	  
Media	   exposure	   influences	   risk	   behavior	   (Primack,	   Kraemer,	   Fine,	   &	   Dalton,	  
2009).	  Alcohol	  use	  among	  adolescents	  could	  be	  due	  to	  reciprocal	  socialization	  and	  peer	  
selection	   rather	   than	   peer	   pressure	   (Crosnoe,	  Muller,	  &	   Frank,	   2004;	   Gaughan,	   2006;	  
Owens,	   Shippee	  &	  Hensel,	   2008).	   Some	  adolescents	  utilize	  alcohol	   for	   self-­‐medication	  
(Repetto,	   Zimmerman,	  &	  Caldwell	   2004;	  Owens	  et	   al.,	   2008).	  Drunkenness	   could	  be	  a	  
sign	   of	   adolescent	   developmental	   problems	   that	   predict	   current	   and	   future	   problems	  
with	  alcohol	  (Pape	  &	  Hammer,	  1996;	  Scheier,	  Botvin	  &	  Baker,	  1997).	  	  
Substance	   use	   among	   adolescents	   progresses	   stage-­‐wise	   from	   alcohol	   and	  
cigarettes	  to	  their	  consistent	  use	  and/	  or	  that	  of	  illicit	  drugs	  (Guo,	  Collins,	  Hill	  &	  Hawkin,	  
2000;	  Chung	  &	  Martin,	  2001;	  Patrick,	  Collins,	  Smith	  et	  al.,	  2009),	  a	  pattern	  in	  conformity	  
with	  the	  gateway	  theory	  that	  has	  been	  observed	  among	  adolescents	  in	  America,	  Europe	  
and	  South	  Africa	  (Wetzels	  et	  al.,	  2003;	  Wu	  et	  al.,	  2005;	  Patrick	  et	  al.,	  2009).	  Indulgence	  
in	   books	   and	   computer	   games	   by	   adolescents	   has	   been	   associated	   with	   a	   lower	  
susceptibility	  to	  substance	  use	  (Primack	  et	  al.,	  2009).	  
 Incidence	  and	  Prevalence	  of	  Substance	  Abuse	  
Worldwide	   between	   0.3%	   and	   0.5%	   of	   the	   population	   aged	   15	   to	   64	   uses	  
opiates;	  North	  America	  has	  between	  0.4%	  and	  0.5%	  whereas	  West	  and	  Central	  Africa	  
have	   between	   0.3%	   and	   0.4%	   opiate	   users	   (UN,	   2009).	   Injecting	   drug	   use	   (IDU)	   is	   a	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problem	   globally	   with	   limitations	   on	   data	   available	   and	   a	   lack	   of	   consistency	   in	   that	  
which	  exists	  (UN,	  2009).	  Substance	  and	  illicit	  drug	  use	  is	  rising	  globally	  (UN,	  2009)	  with	  
an	   obvious	   corresponding	   rise	   among	   the	   adolescent	   users.	   IDU	   associated	   HIV	  
infections	  are	  highest	   in	  Eastern	  Europe,	  central	  Asia,	  eastern	  Asia	  and	  the	  Pacific	   (50-­‐
90%),	   followed	   by	   North	   America	   and	   Western	   Europe	   (25-­‐50%),	   Latin	   America	   (10-­‐
25%),	  Southern	  and	  South-­‐Eastern	  Asia	  (1-­‐10%)	  and	  lowest	  in	  sub-­‐Saharan	  Africa	  (<1%)	  
(WHO,	  2005).	  Cannabis	  and	  cocaine	  use	  are	   falling	   in	   the	  US	  and	  Europe,	  but	   rising	   in	  
Eastern	   Europe	   and	   the	   developing	   world.	   Prescription	   drug	   abuse	   is	   rising	   in	   the	  
developed	  countries	  (UN,	  2009).	  Among	  young	  people,	  males	  use	   illicit	  drugs	  far	  more	  
than	   females,	   though	   in	   some	  countries	   the	  gap	   is	   closing	   (UN,	  2009).	   Illicit	  drugs	  are	  
becoming	   readily	   available	   in	   the	   developing	  world	   possibly	   due	   to	   increasingly	  more	  
transit	  points	  along	  drug	  export	  corridors	  (UN,	  2009).	   In	  a	  survey	  of	  13-­‐15	  year	  olds	   in	  
Ghana,	  a	  third	  acknowledged	  ingesting	  so	  much	  alcohol	  they	  felt	  drunk	  once	  or	  more	  in	  
their	  entire	  life	  and	  a	  quarter	  admitted	  to	  drug	  use	  once	  or	  more	  in	  their	  lifetime	  (GSHS,	  
2007).	  Anecdotal	  evidence	  from	  Ghana	  indicates	  that	  substance	  use	  is	  the	  second	  most	  
serious	  health	   related	   condition	   resulting	   in	  MEB	  disorders	   that	  negatively	   impact	   the	  
health	  and	  wellbeing	  of	  the	  adolescent	  population	  (GHS,	  2007).	  	  
 Consequences	  of	  not	  Preventing	  or	  Treating	  Substance	  Use	  
Alcohol	  use	  is	  a	  leading	  cause	  of	  death	  among	  adolescents,	  being	  responsible	  for	  
motor	  accidents,	   violence	  and	  other	  deaths	   (Primack	  et	  al.,	  2009).	  Aside	  3,170	  deaths	  
and	   2.6	   million	   other	   harmful	   events	   documented	   in	   2001,	   underage	   alcohol	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consumption	  in	  the	  US	  led	  to	  a	  revenue	  loss	  of	  $61.9	  billion	  catering	  for	  medical	  costs	  
($5.4	  billion),	   loss	  of	  work	  and	  other	  resources	  ($14.9	  billion)	  and	  loss	  of	  quality	  of	   life	  
($41.6	   billion)	   (Miller,	   Levy,	   Spicer	  &	   Taylor,	   2006).	   Brain	   damage	   and	   neurocognitive	  
deficits	   that	   negatively	   impact	   on	   learning	   and	   intellectual	   development	   have	   been	  
found	   to	   be	   associated	   with	   underage	   drinking	   (Ziegler,	   Wang,	   Yoast,	   Dickinson,	  
McCaffree,	   Robinowitz,	   &	   Sterling,	   2005).	   Persistent	   alcohol	   use	   can	   lead	   to	   alcohol	  
dependence	   and	   chronic	   liver	   damage	   (WHO,	   2009).	   Alcohol	   use	   disrupts	   cognitive	  
performance	   resulting	   in	   impaired	   academic	   performance	   (Crosnoe,	   Muller	   &	   Frank,	  
2004).	  Though	  states	  and	  industry	  derive	  economic	  benefits	  from	  alcohol	  consumption	  
by	  adolescents	  (Doran,	  Shakeshaft,	  Hall	  &	  Petrie,	  2009),	  by	  far	  less	  that	  amount	  is	  spent	  
on	   interventional	   programs	   targeting	   alcohol	   use	   among	   this	   population	   (Doran,	  
Gascoigne,	   Shakeshaft	  &	   Petrie,	   2006).	   Substance	   use	   is	   of	   great	   concern	   to	   Africa	   in	  
light	   of	   its	   effect	   on	   the	   HIV/AIDS	   epidemic	   (Parry	   et	   al.,	   2002;	   Simbayi	   et	   al.,	   2004;	  
Patrick	  et	  al.,	  2009).	  Aside	  impairing	  judgment	  and	  enhancing	  risk	  taking,	  IDU	  serves	  as	  a	  
medium	  of	   spread	   of	  HIV	   (UN,	   2009).	   Illicit	   drugs	   have	   led	   to	   crime	  waves	   and	   social	  
disorder	  (UN,	  2009).	  	  
 2.2.6	   Injury	  
Injuries	  to	  adolescents	  can	  occur	  in	  the	  familial	  or	  non-­‐familial	  settings	  and	  can	  
be	   intentional	   or	   accidental	   leaving	   in	   their	   wake	   physical	   and/	   or	   traumatic	  
consequences	   that	   result	   in	   emotional	   and	   psychological	   scaring	   in	   the	   absence	   of	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appropriate	  support	  mechanisms	  or	  even	  death	  (NRC/IOM,	  2008;	  Berger,	  Wallace	  &	  Bill,	  
2009).	  	  
 Incidence	  and	  Prevalence	  of	  Injuries	  
Unintentional	  injury	  (47.4%)	  predominantly	  the	  result	  of	  motor	  vehicle	  accidents	  
is	   the	   leading	   cause	   of	   death,	   followed	   by	   homicide	   (12.1%)	   and	   suicide	   (11.2%)	  
attributable	  mostly	   to	   firearms	   occur	   among	   adolescents	   (10-­‐	   19	   years)	   in	   the	  United	  
States	   (Dowd,	   Keenan	   &	   Bratton,	   2002;	   Sabin,	   Zatzick,	   Jurkovich	   &	   Rivara,	   2006;	  
NRC/IOM,	  2008).	  In	  absolute	  numbers,	  late	  adolescents	  suffer	  more	  sexual	  assaults	  than	  
their	  early	  counterparts;	  the	  opposite	  scenario	  is	  seen	  when	  proportions	  are	  considered	  
instead.	   	  Annually,	  a	  quarter	  of	  children	  treated	  in	  hospital	  emergency	  units	  or	  private	  
physicians’	  offices	  are	  for	  injury	  (Sabin	  et	  al.,	  2006).	  The	  WHO	  estimates	  that	  40	  million	  
children	  below	  15	  years	  are	  exposed	  to	  violence	  annually	  (WHO-­‐AFRO,	  2008).	  Intimate	  
partner	  violence	  among	  adolescents	  account	   for	  a	  sizeable	  portion	  of	  homicide	   in	   this	  
age	   group	   with	   female	   victims	   far	   outnumbering	   their	   male	   counterparts	   (Hickman,	  
Jaycox	   &	   Aronoff,	   2004)	   and	   is	   experienced	   more	   by	   late	   adolescents	   and	   urban-­‐
dwelling	   adolescents.	   Violence	   against	   adolescents	   is	   either	   sexual	   or	   physical,	  
perpetrated	   more	   by	   males	   against	   females	   (Hickman,	   Jaycox	   &	   Aronoff,	   2004).	   In	   a	  
survey	  of	  13-­‐15	  year	  old	   students	   in	  Ghana,	  46.8	  %	  of	   them	  admitted	   to	  having	  been	  
seriously	  injured	  once	  or	  more	  in	  the	  preceding	  12	  months	  (GSHS,	  2007).	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 Consequences	  of	  not	  Preventing	  or	  Treating	  Injury	  
Physical	   scars,	   disabilities,	   traumatic	   experiences	   can	   lead	   to	   emotional	   and	  
psychological	   disturbances	   of	   the	   individual.	   Other	   victims	   could	   resort	   to	   substance	  
use/abuse,	  drug	  dependence,	  or	  delinquent	  behaviors	  as	  a	   result	  of	   injuries	   sustained	  
(CDC,	  2009).	  
 2.2.7	   Trauma	  
Trauma	   results	   from	   intentional	   events	   like	   war,	   rape,	   abuse,	   kidnappings	   or	  
unintentional	  ones	   like	  natural	  disasters,	  sudden	  injury	  or	  automobile	  accidents	  (Eckes	  
&	  Radunovich,	  2009).	  Trauma	  could	  result	  from	  an	  event	  or	  a	  process	  (Shaw,	  2000);	  can	  
affect	  both	  the	  afflicted	  and	  the	  witness	  (WHO-­‐AFRO,	  2009).	  Traumatic	  events	  can	  make	  
adolescents	  withdraw	   from	  their	   loved	  ones	  and	  peers,	   radically	   change	   the	  way	   they	  
view	  the	  world	  around	  them	  and/or	  engage	  in	  self-­‐destructive	  behaviors	  (NCTSN,	  2009).	  
Adolescents	   endure	   lots	   of	   stress	   at	   this	   developmental	   stage;	   as	   such	   exposures	   to	  
stressors	  could	  be	  detrimental	  to	  their	  wellbeing	  (Eckes	  &	  Radunovich,	  2009).	  Childhood	  
trauma	   could	   trigger	   a	   posttraumatic	   stress	   disorder	   (PTSD)	   that	   could	   however	   be	  
diagnosed	  in	  adolescence.	  Adolescence	  could	  be	  a	  turning	  point	  in	  the	  recovery	  from	  or	  
worsening	   of	   manifestations	   of	   childhood	   trauma.	   PTSD	   like	   most	   anxiety	   disorders	  
manifests	   twice	   as	   often	   in	   females	   as	   compared	   to	  males,	   regardless	   of	   the	   type	   of	  
trauma.	  Childhood	  sexual	  abuse	  and	  sexual	  assault	  are	  the	  most	  common	  and	  powerful	  
predictors	  of	  PTSD	   in	  adolescent	  girls	   (Mueser,	  &	  Taub,	  2008).	  Some	  traumatic	  events	  
endured	   by	   some	   female	   adolescents	   in	   Ghana	   include	   female	   genital	   mutilation/	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cutting	   that	   leave	   in	   its	   immediate	   wake	   pain	   and	   infection	   and	   in	   the	   long-­‐term	  
infertility,	  obstructed	  labor	  and	  even	  death	  (UNICEF,	  2006).	  
 Incidence	  and	  Prevalence	  of	  Trauma	  
In	   the	   US,	   adolescents	   of	   minority	   groups	   are	   known	   to	   endure	   much	   more	  
victimization	   and	   correspondingly	   much	   more	   traumatic	   manifestations	   than	   whites	  
with	   sexual	   assaults	   occurring	   predominantly	   among	   females	   and	   physical	   assault	  
mostly	   among	   males	   (Kilpatrick,	   Saunders	   &	   Smith,	   2003).	   Well	   over	   86%	   of	   sexual	  
assaults	   and	   65%	   of	   physical	   assaults	   that	   go	   unreported	   result	   in	   very	   negative	  
outcomes	   for	   the	   victims	   (Kilpatrick,	   Saunders	   &	   Smith,	   2003).	   As	   per	   results	   of	   the	  
National	   Surveillance	   of	   Adolescents	   (NSA),	   by	   1995	   the	   lifetime	   prevalence	   of	   PTSD	  
among	  adolescents	  was	  8.1%	  implying	  that	  close	  to	  1.8	  million	  adolescents	  had	  at	  one	  
point	  in	  their	  lifetime	  met	  the	  criteria	  for	  diagnosing	  the	  condition	  in	  the	  US.	  The	  effect	  
on	   females	   was	   much	   more	   significant	   (10.1%)	   than	   on	   males	   (6.2%)	   (Kilpatrick,	  
Saunders	  &	  Smith,	  2003).	  Data	  on	  trauma	  among	  adolescents	  in	  Ghana	  was	  difficult	  to	  
trace	  in	  the	  course	  of	  this	  review.	  
 Consequences	  of	  not	  Preventing	  or	  Treating	  Trauma	  
The	  vulnerability	  of	  adolescents	   to	  emotional	  distress	   is	  high	  after	   sustaining	  a	  
traumatic	   injury.	   Children,	   adolescent	   patients	   and	   their	   parents	   could	   develop	   acute	  
stress	   disorder,	   depressive	   and	   posttraumatic	   stress	   (PTS)	   symptoms	   after	   an	   injury	  
(Sabin,	  Zatzick,	  Jurkovich	  &	  Rivara,	  2006;	  CDC,	  2009).	  When	  trauma	  is	  poorly	  managed	  
among	   adolescents	   PTSD	   could	   result	   with	   consequences	   such	   as	   increased	   risk	   of	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delinquency,	  suicide	  attempts,	  substance	  abuse,	  sexual	  assaults,	  early	  pregnancies	  and	  
general	  poor	  health	  (CDC,	  2009).	  Substance	  use	  and	  abuse	  could	  be	  the	  resultant	  effects	  
of	   untreated	   trauma	   among	   children	   (The	   National	   Trauma	   Stress	   Network	   [NTSW],	  
2008).	   Some	  mental,	   emotional	   and	   behavioral	   consequences	   of	   victimization	   include	  
psychological	   disorders,	   substance	   abuse,	   dependence	   and	   delinquency	   (Kilpatrick,	  
Saunders	   &	   Smith,	   2003).	   Sexual	   and	   physical	   assault	   among	   children	   could	   lead	   to	  
PTSD,	  dependence	  on	  or	  abusing	  of	  substances	  and	  delinquency	  (Kilpatrick,	  Saunders	  &	  
Smith,	  2003).	  
 2.2.8	   Mental,	  Emotional	  and	  Behavioral	  Disorders	  
Most	  mental	  health	  problems	  begin	  in	  adolescence	  (Kessler,	  Berglund,	  Demler	  et	  
al.,	   2005;	   Ozer,	   Zahnd,	   Adams	   et	   al.,	   2009)	   and	   mature	   into	   adulthood	   (Colman,	  
Wadsworth,	   Croudace	  &	   Jones,	   2007;	   Fernandez,	   Fong,	  Doig	  &	  Garralda,	   2009).	   Their	  
emotions	  are	   influenced	  by	  their	   feelings	  and	  changes	  that	  occur	   in	  their	   lives	   (James-­‐
Troare,	  2001);	  so	  do	  exposures	  to	  intentional	  and	  unintentional	  injuries,	  existing	  mental	  
disorders,	   tobacco,	   alcohol	   and	   other	   substance	   use,	   and	   unprotected	   sexual	  
intercourse	   lead	   to	   psychosocial	   disorders	   among	   young	   people	   (Tylee	   et	   al.,	   2007;	  
WHO,	   2001).	   Depression	   is	   more	   common	   in	   female	   adolescents	   (Ohannessian	   &	  
Hesselbrock,	   2009)	   and	   in	   developing	   countries	   together	   with	   suicide	   and	   attempted	  
suicide	   is	  the	  most	  common	  cause	  of	  morbidity	  and	  mortality	  due	  to	   lack	  control	  over	  
social	   issues	   (WHO,	   2005a).	   Adolescent	   females	   however	   seek	   help	   readily	   for	   their	  
emotional	   troubles	   (Aalto	   Setala,	  Marttunena,	   Tuulio-­‐Henrikssona	  et	   al.,	   2002;	  Biddle,	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Gunnell,	   Sharp,	  &	  Donovan,	   2004;	  Huure	   et	   al.,	   2008)	  whereas	  males	   show	   antisocial	  
and	   externalizing	   disorders	   (Ohannessian	   et	   al.,	   2005;	   Ohannessian	   &	   Hesselbrock,	  
2009).	  Problems	  with	  emotional	  regulation	  can	  contribute	  to	  risk	  taking	  (Cooper,	  Wood,	  
Orcutt,	   &	   Albino,	   2003;	   Hessler	   &	   Katz,	   2009),	   some	   adolescents	   however	   engage	   in	  
risky	  behaviors	   to	  counter	  negative	  affect	  or	   to	  block	  out	   feelings	  as	  suggested	  by	  the	  
stress	   vulnerability	   model	   (Hessler	   &	   Katz,	   2009).	   In	   spite	   of	   their	   vulnerability,	  
adolescents	   receive	  minimal	   or	   no	   counseling	   with	   regards	   to	   their	   emotional	   health	  
though	  they	  would	  have	  welcomed	   it	   from	  a	  care	  provider	   (Lustig,	  Ozer,	  Adams	  et	  al.,	  
2001;	  Haller,	  Sanci,	  Patton	  &	  Sawyer,	  2007;	  Awusabo	  Asare,	  Biddlecom,	  Kumi-­‐Kyereme	  
&	  Patterson,	  2006;	  Kumi-­‐Kyereme,	  Awusabo-­‐Asare	  &	  Biddlecom,	  2007).	  
 Incidence	  and	  Prevalence	  of	  Emotional	  and	  Psychological	  Issues	  
Suicide	  among	  young	  people	  is	  a	  serious	  public	  health	  problem	  and	  is	  the	  third	  
leading	  cause	  of	  mortality	  among	  persons	  of	  ages	  10	   to	  24	  years	   in	   the	  United	  States	  
(Schilling,	   Aseltine,	  Glanovsky,	   et	   al.,	   2009).	   A	   third	   of	   adolescents	   have	   suicidal	   ideas	  
and	   1	   in	   10	   attempt	   suicides	   at	   some	   point	   in	   their	   lives	   (Evans,	   Hawton,	   Rodham	  &	  
Deeks,	  2005;	  Schilling	  et	  al.,	  2009).	  Suicide	  rates	  in	  older	  adolescents	  increased	  in	  2004	  
after	   years	   of	   decline	   (Gribbons,	   Brown,	   Hur,	   et	   al.,	   2007;	   Schilling	   et	   al.,	   2009).	   In	   a	  
survey	  of	  high	  school	  students	  in	  Ghana,	  feeling	  of	  loneliness	  (15.2%),	  inability	  to	  sleep	  
due	   to	   worrying	   about	   certain	   issues	   (13.3%),	   feeling	   sad	   or	   hopeless	   (37.5%),	  
contemplating	  suicide	  (14.6%)	  and	  planned	  a	  suicide	  attempt	  (15.4%)	  were	  some	  of	  the	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mental	  and	  emotional	  issues	  identified	  (GSHS,	  2008).	  Female	  adolescents	  predominantly	  
in	  all	  spheres	  reported	  more	  cases	  than	  males.	  	  
 Consequences	  of	  not	  Preventing	  or	  Treating	  MEB	  Disorders	  
Depressed	  adolescents	  are	  prone	  to	  obesity	  (Goodman	  &	  Whitaker,	  2002);	  risky	  
sexual	  behaviors	   (Shrier,	  Harris	  &	  Beardslee,	  2002;	   Lehrer,	   Shrier,	  Gortmaker,	  &	  Buka,	  
2006;	  Fernandez,	   Fong,	  Doig	  &	  Garralda,	  2009)	  associated	  with	  poor	   condom	  use	  and	  
high	  STI	  transmission	  rates	  (Shrier	  et	  al.	  2002;	  Fernandez	  et	  al.,	  2009).	  Poor	  emotional	  
awareness	   and	   regulation	   could	   precipitate	   substance	   use	   (Hessler	   &	   Katz,	   2009;	  
Ohannessian	   &	   Hesselbrock,	   2009),	   having	   multiple	   sexual	   partners	   and	   alcohol	   use	  
(Pardini,	   Lockman	   &	   Wells,	   2004;	   Desrichard	   and	   Denarie,	   2005;	   Ohannessian	   &	  
Hesselbrock,	  2009)	  in	  adulthood	  among	  males	  (Huure	  et	  al.2008).	  Mental	  disorders	  are	  
predictive	  of	  suicidal	  ideation	  in	  both	  the	  developed	  and	  developing	  worlds,	  within	  the	  
former	   being	   mostly	   due	   to	   mood	   disorders	   whereas	   in	   the	   latter	   results	   from	   poor	  
impulse	   control,	   substance	   use	   and	   PTSD	   (Nock,	   Hwang,	   Sampson,	   et	   al.,	   2009).	   The	  
economic	   consequences	   of	   MEB	   disorders	   are	   very	   dire	   (NRC/IOM,	   2008;	   NRC/IOM,	  
2009).	  	  
 2.2.9	   Nutritional	  Issues	  
Adolescence	  is	  a	  critical	  period	  during	  which	  nutrition	  specific	  issues	  of	  the	  stage	  
could	   be	   addressed,	   lost	   “nutritional	   opportunities”	   could	   be	   caught	   up	  with	   and	   the	  
prevention	  of	  nutrition	  related	  chronic	  conditions	  of	  adult	  years	  could	  be	  initiated;	  this	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is	   due	   to	   the	   fact	   that	   this	   population	   cohort	  has	   the	  potential	   of	   being	  open	   to	  new	  
ideas	   (WHO,	   2005b;	   WHO-­‐SEAR,	   2006).	   Households	   and	   communities	   could	   gain	  
positive	  nutritional	  habits	  when	  adolescents	  acquire	  them,	  as	  there	  is	  the	  tendency	  for	  
them	  to	  pass	  on	  such	  knowledge	  (WHO,	  2005b).	  Consumption	  of	  energy-­‐dense	  but	  low	  
nutrient	   foods,	   lots	   of	   snacks,	   eating	   less	   vegetables	   and	   fruits,	   skipping	   meals	   and	  
irregular	   eating	   patterns	   contribute	   to	   nutritional	   inadequacies	   among	   adolescents	  
(WHO,	  2005b).	  Adolescents	  require	  extra	  nutrition	  for	  growth;	  stunting	  of	  growth,	  delay	  
of	   puberty,	   iron	   deficiency	   anemia,	   vitamin	   A	   (retinol)	   deficiency,	   iodine	   deficiency,	  
calcium	   deficiency,	   folate	   deficiency	   and	   development	   of	   a	   small	   pelvis	   mostly	   in	  
females	  portray	  poor	  nutrition	  (WHO,	  2002a;	  WHO,	  2005b;	  WHO,	  2009).	  Overweight	  is	  
an	   indicator	   of	   malnutrition	   with	   female	   adolescents	   in	   lower	   grades	   negatively	  
experiencing	   it	   more	   and	   perceiving	   negative	   general	   health	   outcomes	   (Needham	   &	  
Crosnoe,	  2005).	  The	  weight	  of	  individuals	  influences	  their	  general	  health	  and	  emotional	  
health	   (Needham	  &	   Crosnoe,	   2005).	   Social	   environment,	   ethnicity	   and	   race	   influence	  
perception	  of	  overweight	  (Furnham	  &	  Adam-­‐Saib,	  2001;	  Neumark-­‐Sztainer,	  Croll,	  Story,	  
et	  al.,	  2002;	  Vinner,	  Haines,	  Taylor,	  et	  al.,	  2006).	  	  
 Incidence	  and	  Prevalence	  of	  Nutritional	  Issues	  
Obesity	  among	  adolescents	  is	  rising	  in	  both	  developed	  and	  developing	  countries	  
(Straus	  &	  Pollack,	  2001;	  Ogden,	  Flegal,	  Carroll,	  et	  al.,	  2002;	  Wang,	  Monteiro	  &	  Popkin,	  
2002;	  Swallen,	  Reither,	  Haas	  &	  Meier,	  2005;	  Reichert,	  Menezes,	  Wells,	  et	  al.,	  2009).	  The	  
prevalence	  of	  overweight	   in	   the	  US	   from	  2002	   to	  2004	  among	  6-­‐	   to	  19-­‐year-­‐olds	  was	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31.8%	   for	   males	   and	   30.3%	   for	   females	   (Hedley,	   Ogden,	   Johnson,	   et	   al.,	   2004;	   Liem,	  
Sauer,	  Oldehinkel,	  et	  al.,	  2008).	  Currently,	  1	  in	  7	  children	  and	  adolescents	  in	  the	  United	  
States	  is	  overweight	  (Swallen	  et	  al.,	  2005).	  The	  numbers	  vary	  in	  Europe	  from	  10%	  to	  20%	  
in	  the	  north	  to	  20%	  to	  35%	  in	  the	  Mediterranean	  region	  (Lobstein	  &	  Frelut,	  2003;	  Liem	  
et	  al.,	  2008).	  Brazil’s	  overweight	  rates	  for	  10-­‐19	  year	  olds	  from	  1975	  to	  1997	  have	  more	  
than	   tripled	   in	   boys	   (2.6	   to	   11.8%)	   and	  more	   than	  doubled	   in	   girls	   (5.8	   to	   15.3%)	   (da	  
Veiga,	  Cunha	  &	  Sichieri,	   2004;	  Reichert,	  2009).	  A	   survey	  of	  13-­‐15	  year	  old	   students	   in	  
Ghana	  identified	  0.5%	  of	  the	  students	  as	  overweight	  and	  4.4%	  as	  being	  at	  risk	  of	  being	  
overweight	   (GSHS,	  2007).	  The	  same	  study	   identified	  21%	  as	  being	  hungry	  most	  of	   the	  
time	   or	   always	   in	   the	   preceding	   30	   days	   as	   there	   was	   not	   enough	   food	   back	   home.	  
Under-­‐nutrition	  among	  adolescents	   is	  very	  common	   in	  the	  developing	  world	  with	  Asia	  
and	   Africa	   recording	   very	   high	   levels.	   Female	   adolescents	   generally	   are	   more	   poorly	  
nourished	  than	  their	  male	  counterparts	  and	  rural	  communities	  have	  greater	  levels	  than	  
urban	  settings	  (WHO,	  2005b).	  Some	  studies	  in	  the	  developing	  world	  show	  a	  high	  level	  of	  
iron	   deficiency	   anemia	   in	   adolescents,	   with	  males	   being	  more	   deficient	   than	   females	  
(WHO,	  2005b).	  	  
 Consequences	  of	  not	  Preventing	  or	  Treating	  Nutritional	  Issues	  
Overweight	  can	  lead	  to	  complications	  such	  as	  hypertension,	  dyslipidemia,	  sleep	  
disorders	  and	  diabetes	  mellitus	  type	  2	  (Gold,	  Damokosh,	  Dockery	  &	  Berkey,	  2003;	  Ko	  et	  
al.,	  2007;	  Smith,	  2007;	  Reichert,	  2009).	  The	  Centers	  for	  Disease	  Control	  and	  Prevention	  
estimate	   that	  a	   third	  of	   the	   children	  born	   in	   the	  United	  States	   in	  2000	  will	   eventually	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develop	  diabetes	  (CDC,	  2009).	  Obesity	  in	  adolescence	  can	  lead	  to	  obesity	  in	  adulthood	  
with	   other	   health	   consequences	   (Wyatt,	   Winters	   &	   Dubbert,	   2006;	   Reichert,	   2009).	  
Malnourishment	  could	  lead	  to	  stunted	  growth,	  anemia	  and	  smaller	  pelvic	  sizes	  in	  young	  
women	  (WHO,	  2009).	  Malnutrition	  in	  adolescent	  mothers	  could	  be	  detrimental	  to	  both	  
the	  mother	  and	   infant	  with	   the	   risk	  of	  death	   (CDC,	  2000;	  WHO,	  2002a;	  WHO,	  2005b).	  	  
Pregnant	   women	   with	   anemia	   have	   high	   maternal	   mortality	   rates,	   deliver	   newborns	  
with	   neural	   tube	   defects	   from	   folate	   deficiency	   and	   they	   produce	   low	   birth	   weight	  
babies	   with	   poorer	   chances	   of	   survival	   (WHO,	   2002a;	   WHO,	   2005b).	   Malnutrition	  
adversely	   influences	   the	   capacity	   to	   work	   (WHO,	   2005b).	   Iodine	   deficiency	   leads	   to	  
neuromotor	   and	   cognitive	   impairments	   in	   growing	   individuals	   with	   low	   intelligent	  
quotients	  as	  well	  as	  goiter	  among	  those	  above	  15	  years	  of	  age	  (WHO,	  2005b).	  Calcium	  
requirements	   are	   great	   during	   adolescence	   due	   to	   increased	   bone	   growth	   and	   its	  
deficiency	   can	   result	   in	   osteoporosis	   in	   older	   ages	   (WHO,	   2005b).	   Zinc	   has	   been	  
identified	   as	   playing	   an	   important	   role	   in	   skeletal	   growth,	   the	   lack	   of	   which	   leads	   to	  
stunting;	  it	  also	  helps	  the	  immune	  system	  (WHO,	  2005b).	  
 2.2.10	   Other	  Health	  and	  Health-­‐Related	  Issues	  
Poor	  oral	  hygiene,	  malnutrition	  and	  excessive	  consumption	  of	  table	  sugar	  could	  
result	  in	  tooth	  decay	  (caries)	  in	  adolescents	  (WHO,	  2005b).	  Dental	  features	  influence	  the	  
way	  adolescents	  are	  received	  by	  their	  peers,	  the	  way	  they	  interact	  with	  others	  and	  their	  
overall	  physical,	  emotional	  and	  psychological	  well-­‐being	  (Amoah,	  2003).	  The	  burden	  of	  
malaria	   among	   young	   people	   is	   not	   well	   understood,	   though	   it	   is	   known	   that	   it	   is	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responsible	  for	  up	  to	  40%	  of	  the	  morbidity	  among	  10	  to	  24	  year	  olds	  (GHS-­‐Draft,	  2009).	  
Education	   with	   its	   resultant	   increased	   literacy	   levels	   has	   been	   identified	   as	   an	  
empowering	  force	  in	  communities	  as	  individuals	  are	  better	  skilled,	  have	  the	  capacity	  to	  
search	   for,	   identify,	   utilize	   information	   for	   decision-­‐making,	   become	  more	   productive	  
with	   ultimate	   improvements	   in	   health	   states	   (WHO-­‐SEAR,	   2006).	   Educated	   girls	   are	  
known	  to	  delay	  age	  of	  first	  pregnancy	  and	  have	  been	  found	  to	  have	  higher	  child	  survival	  
rates	  (WHO-­‐SEAR,	  2006).	  	  
Just	   as	   in	   the	   case	   of	   the	   14-­‐year-­‐old	   pregnant	   female	   described	   in	   the	  
introductory	   chapter,	   most	   adolescents	   do	   not	   have	   access	   to	   the	   appropriate	  
healthcare	  required	  to	  meet	  their	  specific	  needs.	  There	  are	  other	  health	  conditions	  such	  
as	   malaria,	   chicken	   pox,	   upper	   respiratory	   tract	   infections,	   bronchial	   asthma,	   yaws,	  
schistosomiasis,	   guinea	   worm,	   intestinal	   parasites	   and	   tuberculosis	   that	   afflict	  
adolescents	  in	  Ghana	  in	  the	  course	  of	  their	  lifespan	  (GHS-­‐draft,	  2009).	  	  
Identifying	   health	   conditions	   that	   affect	   adolescents,	   the	   environments	   within	  
which	  they	  are	  managed,	  the	  personnel	  who	  manage	  them,	  their	  conditions	  of	  service	  
and	   level	  of	  expertise	   together	  with	   the	   resources	  necessary	   to	  cater	   for	   them	   is	  very	  
essential.	  	  
In	   summing	   up,	   the	   above	   discussions	   portray	   the	   several	   situations	   in	   which	  
adolescents	  find	  themselves,	  intrinsic	  and	  extrinsic	  determinants	  of	  their	  behaviors	  and	  
some	   behavioral	   outcomes	   that	   are	   consequences	   of	   their	   action	   and/or	   inaction.	  
Injuries	  could	  lead	  to	  traumas	  which	  in	  turn	  manifest	  as	  physical	  and/or	  emotional	  scars	  
resulting	   in	  delinquent	  behaviors,	   substance	  abuse,	  nutritional	  disorders	  and	  a	  host	  of	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other	   disturbances	   in	   the	   life	   of	   the	   individual/victim	   (Kilpatrick	  &	   Saunders,	   1997).	   A	  
case	  of	  teenage	  pregnancy	  not	  properly	  managed	  could	  cost	  the	  life	  of	  both	  the	  unborn	  
infant	  and	  the	  mother	  or	  lead	  to	  physical	  and	  emotional	  trauma	  of	  the	  mother	  together	  
with	   associated	   economic	   and	   social	   costs	   to	   the	   community	   (UNFPA,	   2005).	   As	   was	  
noted	  earlier	  in	  the	  discussions,	  underage	  alcohol	  use	  costs	  the	  US	  to	  the	  tune	  of	  $61.9	  
billion	  in	  2001	  aside	  the	  toll	  on	  human	  lives	  (Miller,	  Levy,	  Spicer	  &	  Taylor,	  2006)	  coupled	  
with	  the	  emotional	  and	  psychological	  damage	  caused	  to	  countless	  families.	   Identifying	  
risks	  early	   in	   life	  and	  providing	  measures	   to	   counter	   them	  decrease	   the	  probability	  of	  
long-­‐term	   complications	   that	   are	   mostly	   irreversible	   (Senderowitz,	   2000).	   Early	   risk	  
detection	   also	   facilitates	   identification	   of	   cures	   or	   referral	   centers	   for	   effective	  
management.	   Adverse	   consequences	   to	   health	   could	   be	   reduced	   to	   a	   minimum	   if	  
adolescents	   receive	   necessary	   guidance	   earlier	   in	   life	   to	   steer	   them	   away	   from	   risk	  
taking	  behaviors	   (Senderowitz,	  2001;	  WHO,	  2002;	  UNFPA,	  2003).	  Preventive	  measures	  
to	  curtail	   risks	  are	   justified,	  as	  they	  will	  go	  a	   long	  way	  towards	  protecting	  the	  growing	  
individual	   over	   their	   life	   course	   (WHO,	   2002).	   AFHS	   is	   a	   program	   designed	   with	   the	  
interest	  of	  the	  growing	  individual	  at	  heart	  and	  seeks	  to	  promote	  their	  health	  and	  overall	  
well-­‐being.	  
The	  health	  of	  adolescents	  is	  not	  the	  preserve	  of	  individual	   institutions,	  but	  that	  
of	   several	   with	   the	   involvement	   of	   the	   legislature,	   service	   delivery	   sectors	   such	   as	  
health,	   education	   and	   other	   social	   services,	   NGOs	   and	   civil	   society	   (WHO,	   2002).	   The	  
health	   of	   adolescents	   should	   therefore	   be	   approached	   holistically	   integrating	   in	   an	  
organized	   fashion	   the	   roles	   of	   all	   relevant	   stakeholders	   and	   not	   as	   isolated	   “silos”	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focusing	  on	   independent	  horizontal	  programs.	   In	   the	  process	  of	  addressing	   the	  health	  
and	  wellbeing	  of	  adolescents,	  the	  health	  sector	  has	  a	  cardinal	  role	  based	  on	  its	  expertise	  
in	  providing	  primary,	  secondary	  and	  tertiary	  care	  to	   identifiable	  adolescent	  population	  
groups	  who	  most	  require	  such	  services	  based	  on	  their	  needs	  and	  requirements	  (WHO,	  
2002).	  Paying	  attention	  to	  the	  health	  of	  adolescents	  today	  will	  result	  in	  the	  following:	  	  
• Reducing	  to	  a	  minimum	  the	  over	  1.7	  million	  of	  this	  age	  cohort	  that	  die	  yearly	  from	  
preventable	  conditions	  	  
• Reducing	   the	   numbers	   of	   those	   who	   may	   develop	   chronic	   conditions	   such	   as	  
HIV/AIDS,	  lung	  and	  heart	  conditions	  in	  the	  future	  
• Delivering	  on	  the	  basic	  rights	  of	  adolescents	  as	  well	  as	  their	  right	  to	  health	  
• The	  young	  of	  today	  are	  the	  leaders	  of	  tomorrow;	  as	  such	  they	  will	  transfer	  any	  good	  
qualities	   they	   learn	   today	   to	   the	   young	   generation	   of	   tomorrow	   safeguarding	   the	  
very	  existence	  of	  humanity.	  
Return	  on	  investments	  made	  in	  the	  protection	  of	  the	  young	  people	  of	  today	  in	  the	  form	  
of	   preventive	   care,	   available	   and	   accessible	   curative	   care	   will	   be	   felt	   in	   the	   form	   of	  
immediate	   fiscal	   as	   well	   as	   social	   benefits	   and	   in	   the	   long	   term	   as	   human	   resource	  
benefits	  to	  mankind	  globally	  (UNFPA,	  2003).	  
Finally,	  in	  the	  course	  of	  the	  literature	  review,	  it	  was	  difficult	  to	  locate	  published	  
materials	  on	  health	  problems	  of	  adolescents	   in	  Ghana.	  This	  calls	   for	  possible	  advocacy	  
for	  the	  establishment	  of	  databases	  that	  are	  easily	  accessible	  to	  the	  research	  community.	  
There	   is	   the	   need	   for	   much	   more	   studies	   into	   health	   conditions	   that	   influence	  
adolescents	  in	  Ghana	  and	  other	  developing	  nations.	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 2.	  3	   Adolescent-­‐Friendly	  Health	  Services	  (AFHS)	  
Similarities	   occur	   in	   help	   seeking	   behaviors	   of	   young	   people	   globally	   (Tylee,	  
Haller,	  Graham,	   et	   al.,	   2007).	   They	   are	  more	   comfortable	   seeking	   the	   opinion	   of	   care	  
providers	   when	   they	   have	   respiratory	   infections	   for	   instance,	   but	   would	   prefer	   to	  
confide	  in	  family	  and	  close	  friends	  when	  it	  is	  about	  mental	  health	  issues	  for	  fear	  of	  the	  
lack	  of	  confidentiality	  or	  stigma	  associated	  with	  health	   institutions	  (WHO,	  2001;	  Sanci,	  
Coffey,	   Patton	  &	  Bowes,	   2005;	   Tylee	   et	   al.,	   2007).	   Trust	   in	   the	   care	   provider	   and	   the	  
ability	  to	  pay	  for	  care	  does	  contribute	  immensely	  to	  the	  help	  seeking	  behavior	  of	  young	  
people	   (WHO,	   2002;	   Enuameh,	   2004;	   Awusabo-­‐Asare	   et	   al.,	   2006;	   Kumi-­‐Kyereme,	  
Awusabo-­‐Asare	   &	   Biddlecom,	   2007;	   Tylee	   et	   al.,	   2007).	   Hostility	   on	   the	   part	   of	   care	  
providers	  and	  uncomfortable	  procedures	  serves	  as	  barriers	  to	  care	  utilization	  by	  young	  
people	  (Thu,	  Ziersch	  &Hart,	  2007;	  Tylee	  et	  al.,	  2007).	  	  
The	  availability,	  accessibility,	  acceptability,	  effectiveness	  and	  equitable	  provision	  
of	  health	  services	  (WHO,	  1999;	  WHO,	  2001;	  Dehne	  &	  Reidner,	  2005;	  NRC/	   IOM,	  2008)	  
do	  influence	  their	  utilization	  by	  adolescents.	  Health	  care	  might	  not	  be	  available	  in	  some	  
parts	   of	   the	   world,	   in	   other	   communities	   where	   services	   might	   be	   available	   policies	  
restrict	   their	   use	   by	   young	   people	   (WHO,	   2001).	   Exorbitant	   cost	   of	   health	   care	   and	  
inconvenience	   of	   location	   of	   facilities	   could	   hinder	   their	   utilization	   by	   young	   people	  
(Fonck,	  Kidula,	  Jaoko,	  et	  al.,	  2001;	  Thu,	  Ziersch	  &	  Hart,	  2007;	  Tylee	  et	  al.,	  2007).	  Poor	  or	  
lack	  of	  reimbursement	  for	  care	  provided	  adversely	  influences	  service	  delivery	  to	  young	  
people	   (WHO,	   2002a,	   IOM/	   NRC,	   2008).	   Friendly,	   respectful	   staff	   and	   confidential	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services	  are	  attributes	  of	  universal	   relevance	  to	  adolescents	  of	  diverse	  backgrounds	   in	  
the	   services	   they	   expect	   from	   the	   health	   system	   (WHO,	   2002b).	   AFHS	  must	   cater	   for	  
inequities	   (including	   gender	   inequities);	   respect	   and	   protect	   human	   rights	   (UN,	   1989;	  
WHO,	  2001;	  WHO,	  2002a;	  WHO,	  2005);	  and	  fulfill	  health	  and	  developmental	  (attaining	  
the	  MDGs)	  concerns	  (UNFPA,	  2003)	  of	  adolescents.	  Relating	  the	  above	  qualities	  of	  AFHS	  
to	  the	  14-­‐year-­‐old	  pregnant	  girl’s	  experience	  narrated	  in	  the	  introduction,	  she	  took	  the	  
right	  step	  and	  approached	  a	  healthcare	  provider	  for	  help	  in	  her	  time	  of	  need.	  Her	  trust	  
in	   the	  healthcare	   system	  was	  undermined	  by	   the	  hostility	   and	   stigma	  associated	  with	  
her	   condition	  by	   the	   care	  provider.	   From	  all	   indications,	   care	  was	   available	   and	   could	  
have	   been	   easily	   provided	   to	   the	   pregnant	   adolescent	   had	   the	   care	   provider	   been	  
respectful,	  non	  judgmental	  and	  respectful	  of	  the	  rights	  of	  his	  client.	  This	  example	  aptly	  
portrays	  the	  very	  important	  and	  relevant	  role	  of	  well-­‐trained	  care	  providers	  successfully	  
caring	  for	  the	  adolescent	  population	  and	  appropriately	  meeting	  their	  needs.	  	  






Figure	  1:	  Adolescent	  Health	  Needs	  in	  Relation	  to	  AFHS	  	  
 2.3.1	   Development	  of	  the	  AFHS	  System	  of	  Care	  
AHFS	   consists	   of	   several	   interlinked	   activities	   all	   aimed	   at	   making	   services	  
accessible	  to	  the	  target	  population.	  These	   include	  providing	  training	  to	  staff,	  guideline	  
implementation,	   outreach	   services	   into	   communities,	   removing	   cost	   barriers,	   utilizing	  
peers	   and	   school-­‐based	   care	   delivery	   (WHO,	   2002).	   Involving	   community	  members	   in	  
service	   delivery	   and	   creating	   a	   sense	   of	   ownership	   do	   yield	  more	   effective	   outcomes	  
(Mmari	   &	  Magnani,	   2003).	   Information,	   Education	   &	   Counseling	   (IEC),	   and	   improved	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quality	  of	  care	  have	  been	  found	  to	  enhance	  health	  outcomes	  in	  AFHS	  settings	  (Tylee	  et	  
al.,	  2007).	  	  
The	  AFHS	  working	  definition	  of	  the	  GHS:	  	  
“AFHS	   are	   services	   specifically	   designed	   to	   improve	   the	   quality	   of	  
existing	  health	  services	  including	  reproductive	  health	  for	  young	  people.	  This	  
means	  the	  health	  services	  provided	  for	  young	  people	  should	  be	  acceptable,	  
appropriate,	   accessible,	   equitable,	   efficient	   and	   effective.	   Therefore,	  
adolescent-­‐friendly	  health	  services	  are	  services	  tailored	  to	  meet	  the	  peculiar	  
needs	  of	  young	  people”	  (GHS,	  2007).	  	  
Attending	  to	  and	  satisfying	  the	  needs	  of	  adolescent	  clients	  as	  best	  as	  possible	  is	  a	  
common	   theme	   running	   through	   all	   the	   above	   descriptions	   of	   AFHS.	   The	   NRC/IOM	  
Committee	   on	   Adolescent	   Health	   Care	   Services	   and	   Models	   of	   Care	   for	   Treatment,	  
Prevention	  and	  Healthy	  Development	  under	  the	  Board	  on	  Children	  Youth	  and	  Families	  
(BYCF)	   in	   their	   report	   "Adolescent	  Health	   Services:	  Missing	  Opportunities"	   considered	  
the	   WHO	   AFHS	   framework	   as	   superior	   to	   using	   only	   process	   based	   indicators	   in	  
defining/evaluating	   the	   quality	   of	   care	   delivery	   standards	   to	   adolescents	   (NRC/IOM,	  
2008);	   this	   is	   so	   because	   the	   developmental	   and	   contextual	   needs	   of	   the	   target	  
population	  will	  be	  better	  catered	  for	  using	  the	  AFHS	  framework	  as	  compared	  to	  focusing	  
on	   individual	   outcomes	   that	  might	   not	   necessarily	   have	   provided	   holistic	   care	   to	   the	  
adolescent.	  	  
 2.3.2	   Rationale	  for	  the	  Establishment	  of	  AFHS	  
“It	  is	  important	  to	  keep	  in	  mind	  that	  the	  aim	  of	  our	  (clinicians)	  work	  is	  
to	   ensure	   that	   young	   clients	   keep	   coming	   to	   our	   services	   when	   they	   need	  
them.	  We	  want	  young	  people's	  first	  service	  experience	  to	  be	  positive	  and	  for	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them	   to	   leave	   feeling	   happy	   about	   accessing	   the	   service”	   (Braeken,	   Otoo-­‐
Oyortey	  &	  Serour,	  2007).	  	  
The	  above	  is	  a	  quote	  of	  significance	  to	  all	  who	  seek	  to	  provide	  AFHS	  in	  a	  community,	  so	  
does	  this:	  	  
“The	   gold	   standard	   for	   AFHS	   is	   that	   they	   are	   effective,	   safe	   and	  
affordable,	  they	  meet	  the	  individual	  needs	  of	  young	  people	  who	  return	  when	  
they	  need	  to	  and	  recommend	  these	  services	  to	  their	  friends”	  (WHO,	  2002a).	  
AFHS	  is	  aimed	  at	  creating	  conducive,	  comfortable,	  receptive	  and	  sensitive	  environments	  
to	   provide	   access	   to	   health	   care	   for	   adolescents	   consistent	   with	   the	   Medical	   Home	  
Model	  (Fox	  et	  al.,	  2008).	  In	  so	  doing,	  their	  needs	  are	  adequately	  and	  appropriately	  met	  
resulting	   in	   them	   feeling	   comfortable	   to	   do	   follow-­‐up	   and	   repeat	   visits	   even	   bringing	  
along	   their	   peers	   (Senderowitz,	   1999;	   Safdarjang	   Hospital	   Adolescent	   Healthcare	  
Network	   [SHAHN],	   2005).	   Specially	   trained	   personnel	   who	   respect	   privacy	   and	  
confidentiality	   providing	   a	   comfortable	   environment	   are	   some	   attributes	   of	   AFHS	  
(SHAHN,	  2005).	  	  
 2.3.3	   Guidelines	  at	  Making	  Health	  Services	  Adolescent	  Friendly	  
WHO	   program	   guidelines	   on	   AFHS	   are	   products	   of	   synthesized	   evidence	   from	  
reviews	   and	   experiences	   of	   organizations	   that	   have	   overcome	   barriers	   to	   care	   with	  
resultant	  outcomes	   (WHO,	  2001;	  Sanci	  et	  al,	  2003;	  Kang,	  Bernard,	  Booth,	  et	  al.,	  2005;	  
Tylee	  et	  al.,	  2007).	  Similar	  principles	  guide	  consensus	  statements	  of	  key	  organizations	  in	  
several	  countries	  (Society	  of	  Adolescent	  Medicine,	  2004;	  Tylee	  et	  al.,	  2007).	  Consensus	  
statements	  need	  to	  be	  translated	  into	  government	  policies	  and	  ultimately	  into	  practice	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(Tylee	   et	   al.,	   2007)	   cognizant	  of	   the	   fact	   that	   though	   similarities	   exist	   in	   the	  needs	  of	  
adolescents,	  such	  needs	  must	  be	  addressed	  in	  the	  context	  of	  the	  environment	  in	  which	  
the	   adolescents	   reside	   (Senderowitz,	   1999).	   This	   is	   because	   society	   and	   its	   cultural	  
values	   greatly	   influence	   risk	   and	   protective	   factors	   (Kirby,	   2001)	   as	   well	   as	   health	  
seeking	  behavior	  (Mmari	  &	  Magnani,	  2003).	  
 2.3.4	   Implementation	  Strategies	  for	  AFHS	  Care	  Delivery	  
Strategies	   for	   AFHS	   care	   delivery	   are	   based	   on	   the	   WHO	   framework	   for	   the	  
development	  of	  Adolescent-­‐Friendly	  Health	  Services.	  The	  framework	   is	  based	  on	  the	  5	  
pillars	  of	  Equity,	  Accessibility,	  Acceptability,	  Appropriateness	  and	  Effectiveness	  (3	  As	  and	  
2	  Es)	  with	  respect	  to	  the	  adolescent.	  A	  further	  description	  of	  the	  framework	  follows.	  
 An	  Equitable	  Point	  of	  Care-­‐Delivery	  	  
An	  equitable	  point	  of	   care-­‐delivery	   is	   one	   in	  which	  policies	   and	  procedures	  do	  
not	   restrict	   the	   provision	   of	   health	   services	   and	   address	   issues	   that	   might	   hinder	  
equitable	  provision	  and	   the	  experience	  of	  care.	  Care	  providers	  and	  support	   staff	   treat	  
patients	  with	  equal	  care	  and	  respect,	  regardless	  of	  status.	  
 An	  Accessible	  Point	  of	  Delivery	  	  
An	   accessible	   point	   of	   delivery	   is	   one	   in	  which	   policies	   and	  procedures	   ensure	  
health	  services	  are	  either	  free	  or	  affordable	   in	  cost,	  delivered	  at	  convenient	  times	  and	  
locations	  with	  young	  people	  well	  informed	  about	  the	  range	  of	  health	  services	  available	  
and	  how	  to	  obtain	  them.	  Community	  members	  are	  well	  educated	  on	  the	  benefits	  of	  the	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services	   to	  young	  people	  and	  are	  supportive.	  Outreach	  workers,	   community	  members	  
and	  young	  people	  themselves	  are	  involved	  in	  reaching	  out	  with	  health	  services	  to	  young	  
people	  in	  the	  community.	  
 An	  Acceptable	  Point	  of	  Delivery	  	  
	  An	   acceptable	   point	   of	   delivery	   is	   one	   in	   which	   policies	   and	   procedures	  
guarantee	   client	   confidentiality	   with	   care	   providers	   giving	   adequate	   information	   and	  
support	   to	   enable	   free	   and	   informed	   choices	   of	   relevance	   to	   the	   individual	   needs	   of	  
each	   young	   individual;	   motivated	   to	   work	   with	   young	   people;	   non-­‐judgmental,	  
considerate,	   and	  easy	   to	   relate	   to;	   able	   to	  devote	  adequate	   time	   to	   their	   clients;	   and	  
providing	   patient	   centered	   care	   by	   acting	   in	   the	   best	   interests	   of	   their	   patients.	   In	  
addition,	  the	  support	  staff	   is	  equally	  motivated	  to	  work	  with	  young	  people	  and	  is	  non-­‐
judgmental,	  considerate,	  and	  easy	  to	  relate	  to.	  
The	   point	   of	   delivery	   of	   care	   ensures	   privacy	   (including	   discrete	   entrance);	  
ensures	   consultations	   in	   a	   short	   waiting	   time,	   with	   or	   without	   an	   appointment,	   and	  
(where	  necessary)	  swift	  referral;	  lacks	  stigma;	  is	  appealing	  and	  has	  a	  clean	  environment;	  
ensures	   physical	   and	   emotional	   safety;	   provides	   information	   using	   a	   variety	   of	  
approaches;	  	  and	  actively	  involves	  young	  people	  in	  assessment	  and	  provision	  of	  services.	  
 Appropriate	  Health	  Services	  	  
Appropriate	  health	  services	  for	  young	  people	  is	  best	  provided	  if	  services	  needed	  
to	   fulfill	   their	   needs	   are	   provided	   either	   at	   the	   point	   of	   delivery	   or	   through	   referral	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linkages;	   and	   care	   providers	   deal	   adequately	   with	   presenting	   issues,	   yet	   strive	   to	   go	  
beyond	  to	  address	  other	  issues	  that	  affect	  their	  health	  and	  development.	  
 The	  Effectiveness	  of	  Health	  Services	  	  
The	   effectiveness	   of	   health	   services	   to	   young	   people	   is	   best	   achieved	   when	  
health-­‐care	  providers	  have	  required	  competencies;	  health-­‐service	  provision	  is	  guided	  by	  
technically	  sound	  protocols	  and	  guidelines;	  points	  of	  service	  delivery	  have	  the	  necessary	  
equipment,	   supplies,	   and	   basic	   amenities	   to	   deliver	   care	   (WHO,	   2001;	   WHO,	   2002a;	  
Tylee	  et	  al.,	  2007);	  and	  care	  is	  patient	  centered.	  
 2.3.5	   Venues	  of	  AFHS	  Delivery	  
Health	   services	   for	   young	   people	   could	   be	   delivered	   in	   the	   following	  
environments:	  	  
• Centers	   specializing	   in	   adolescent	   health	   delivery	   within	   a	   hospital	   setting	   by	  
providing	   in-­‐patient	   and	   drop-­‐in	   services.	   These	   could	   be	   secondary	   or	   tertiary	  
referral	   institutions	  whilst	   providing	   professional	   training	   and	   pursuing	   a	   research	  
agenda	  (WHO,	  2002a;	  Tylee	  et	  al.,	  2007).	  	  
• Community-­‐based	  health	  facilities	  catering	  simultaneously	  for	  young	  people	  and	  all	  
other	   segments	   of	   the	   population	   (e.g.,	   a	   general	   practice,	   or	   a	   family-­‐planning	  
clinic).	   They	   could	   be	   stand-­‐alone	   units	   (generally	   run	   by	   non-­‐governmental	  
organizations	  or	  by	  private	   individuals	  or	   institutions),	  or	   integral	  parts	  of	  a	  district	  
or	  municipal	  health	   system	   (that	  are	   run	  by	   the	  government)	   (Johnson,	  Botwinick,	  
Sell,	  et	  al.,	  2003;	  Kang	  et	  al.,	  2005;	  Tylee	  et	  al.,	  2007).	  The	  health	  facilities	  involved	  in	  
this	  study	  belong	  mostly	  to	  this	  category.	  
• School-­‐based	  or	   college-­‐based	  health	   services	   and	   centers	  offering	  preventive	   and	  
curative	   health	   service	   in	   or	   close	   to	   the	   premises	   of	   schools	   or	   colleges	   (WHO,	  
2002a;	  Brindis,	  Klien,	  Schlitt,	  et	  al.,	  2003	  in	  Tylee	  et	  al.,	  2007).	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• Community-­‐based	   centers	   that	   are	   not	   only	   health	   facilities	   but	   provide	   other	  
services.	   They	   provide	   health	   information,	   recreation	   or	   help	   with	   literacy	   or	  
numeracy	   skills	   and	   often	   have	   links	   with	   health	   facilities	   to	   which	   young	   people	  
could	  be	  referred	  (WHO,	  2002a;	  Kang	  et	  al.,	  2005;	  Tylee	  et	  al.,	  2007).	  	  
• Pharmacies	   and	   shops	   that	   sell	   health	   products,	   such	   as	   condoms	   and	   post-­‐coital	  
contraception,	   but	   do	   not	   provide	   services,	   such	   as	   treatment	   of	   sexually	  
transmitted	   infections.	   Social	  marketing	  programs	  are	  used	   to	  promote	   the	  use	  of	  
condoms	  whilst	  improving	  their	  availability	  at	  such	  venues	  (Tylee	  et	  al.,	  2007).	  	  
• Outreach	   services	   take	  health	   information,	  health	  products,	  and	  health	   services	   to	  
the	  doorsteps	  of	  young	  people	  who	  might	  be	  marginalized	  (Kang	  et	  al.,	  2005;	  Tylee	  
et	  al.,	  2007).	  Such	  services	  target	  places	  where	  young	  people	  congregate	  (e.g.,	  street	  
corners,	   shopping	  malls,	   or	   bars)	   or	   where	   they	   work	   (e.g.,	   in	   brothels,	   factories,	  
etc.)	   or	   in	   schools	   (Wyn,	   Cahill,	   Holdsworth,	   et	   al.,	   2000).	   The	   health	   facilities	  
involved	  in	  the	  study	  undertake	  such	  services.	  	  
 2.3.6	   Services	  Provided	  by	  AFHS	  Institutions	  
Adolescents	   differ	   immensely	   in	   their	   need	   for	   care,	   as	   such	   a	   one-­‐size-­‐fits-­‐all	  
approach	  cannot	  be	  used	  in	  service	  delivery	  to	  them	  (WHO,	  2002a;	  WHO,	  2002c).	  Using	  
a	   consensus	   building	   approach,	   the	  WHO	   arrived	   at	   the	   concept	   of	   essential	   service	  
package	   (ESP)	   as	   the	  basic	  minimum	  of	   services	   to	  be	  provided	  at	   each	   level	   of	  AFHS	  
delivery.	   The	   ESP	   consists	   of	   relevant	   services	   for	   a	   particular	   environment	   based	   on	  
costs,	   epidemiological	   factors	   and	   adolescent	   developmental	   priorities	   (WHO,	   2002a).	  
ESPs	   as	   a	   result	   differ	   from	   country	   to	   country	   across	   the	   world.	   Based	   on	   country	  




 Adolescent	  Health	  Promotion	  
Adolescent	   health	   promotion	   includes	   information,	   education	   and	  
communication	   (IE&C)	   on	   adolescent	   development,	   sexual	   and	   reproductive	   health;	  	  
IE&C	  on	  basic	  health	  and	  lifestyle	  (individual	  and	  group	  counselling	  included);	  and	  self-­‐
care,	  life	  and	  livelihood	  skills	  training.	  
 Health	  and	  Lifestyle	  
Health	   and	   Lifestyle	   services	   include	   provision	   of	   general	   health	   services	  
including	   mental	   health;	   an	   effective	   referral	   system;	   contraceptive	   services	   that	   are	  
appropriate	   for	   young	   people	   and	   must	   include	   abstinence	   as	   an	   option;	   STI	  
management	   and	   HIV	   related	   services	   including	   voluntary	   counselling	   and	   therapy	  
(VCT);	  maternal	  health	  services;	  management	  of	  sexual	  violence	  and	  other	  situations	  as	  
may	   affect	   young	   people;	   and	   lifestyle	   program	   that	   address	   healthy	   ways	   of	   eating,	  
drinking,	   dressing	   and	   entertainment,	   personal	   and	   environmental	   hygiene,	   healthy	  
living	  at	  family	  and	  community	  levels,	  exercise,	  rest	  and	  recreation.	  
 Recreation	  Services	  
Recreation	  services	  include	  sports;	  games	  (local	  and	  foreign);	  and	  audio	  –	  visual	  
(teaching,	  music,	  etc.)	  (GHS,	  2009;	  GHS-­‐draft,	  2009).	  
 2.3.7	   Evaluation	  of	  AFHS	  
AFHS	  target	  adolescents	  in	  particular	  communities	  and	  are	  meant	  to	  serve	  their	  
particular	   identified	  needs	  (WHO,	  2002a).	  As	  such	  in	  order	  to	  evaluate	  such	  programs,	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the	  perspectives	  of	  a	  diverse	  group	  of	  stakeholders	  need	  to	  be	  considered:	  adolescents,	  
community	  members,	  policy	  makers	  within	  the	  health	  sector	  and	  care	  providers	  at	  the	  
institutional	  level.	  	  	  
The	   adolescents,	   the	   prime	   benefactors	   of	   such	   programs	   and	   community	  
members	   normally	   get	   their	   voices	   heard	   through	   client	   satisfaction	   surveys,	   focus	  
group	  discussions	  or	  suggestion	  boxes	  placed	  within	  health	  facilities	  (Awusabo-­‐Asare	  et	  
al.,	  2004	  &	  2006).	  Provision	  of	  care	  to	  the	  adolescent	  is	  not	  limited	  to	  the	  health	  facility	  
alone,	  but	  involves	  other	  institutions	  such	  as	  state,	  regional,	  district,	  local	  and	  parastatal	  
organizations,	   schools,	   religious	  bodies	  and	   the	  community.	  At	   the	  health	   facility	   level	  
staff	  might	  be	  educated	  on	  AFHS,	  but	  cannot	  function	  in	  a	  vacuum,	  as	  institutional	  and	  
organizational	   structures	   are	   inevitable	   and	   inalienable	   facets	   of	   care	   delivery	   to	  
adolescents	   (Hallfors	  &	  Godette,	  2002;	  Tylee	  et	  al.,	  2007).	  Cognizant	  of	   the	  above	  this	  
study	  will	  delve	  into	  the	  details	  of	  how	  health	  institutions	  are	  managed	  along	  the	  tenets	  
of	  AFHS	  delivery	  and	  identify	  factors	  contributing	  to	  the	  success	  or	  otherwise	  from	  the	  
institutional	  perspective.	  	  
AFHS	  guidelines	  and	  protocols	  will	  be	  used	  to	  develop	  checklists	  to	  quantitatively	  
assess	  institutional	  adherence	  to	  established	  approaches	  in	  service	  delivery.	  	  
Qualitative	   methods	   consisting	   of	   interviews	   of	   facility	   heads,	   focus	   group	  
discussions	  with	   adolescents	   in	   the	   catchment	   area	  of	   the	   facility,	   and	   client-­‐provider	  
observations	   will	   be	   utilized	   to	   acquire	   a	   deeper	   insight	   into	   individual	   institutional	  
characteristics	   (Adamchak,	   Bond,	   MacLaren,	   et	   al.,	   2000).	   This	   study	   is	   a	   preliminary	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investigation	   into	   AFHS	   implementation	   focusing	   on	   institutional	   processes	   and	  
procedures.	  
 2.3.8	   Conceptual-­‐Empirical	  Model	  Underlying	  Specific	  Aims	  of	  Research	  
AFHS	   delivery	   is	   a	   continuum	  of	   activities	   involving	   the	   definition	   of	   evidence-­‐
based	   policies,	   guidelines	   and	   procedures	   based	   on	   WHO/MOH/GHS	   characteristics;	  
education	  of	  staff	  on	  implementation	  of	  policies	  and	  guidelines	  and	  providing	  resources	  
to	  achieve	  organizational	  and	  system	  change;	   involving	  and	  educating	  the	  community;	  
fidelity	   in	   implementation	   of	   policies	   and	   guidelines;	   continued	   adherence	   to	   AFHS	  
policies	  and	  practice	  guidelines	  by	   institution	  and	  staff;	  continued	  revision	  of	  practices	  
based	   on	   outcomes	   of	   client	   and	   institutional	   reviews/evaluations;	   and	   utilization	   of	  
lessons	  from	  evaluations	  to	  improve	  best	  care	  practice	  standards.	  	  Sustained	  adherence	  
to	   evidence-­‐based	   AFHS	   guidelines	   by	   staff	   of	   institutions	   could	   ultimately	   produce	  
improved	   health	   outcomes	   for	   the	   adolescent	   population	   and	   the	   community	   as	   a	  
whole.	  	  
 2.3.9	   Theoretical	  Underpinnings/	  Hypothesis	  
The	   Social	   Cognitive	   Theory	   is	   relevant	   to	   how	   staff	   of	   institutions	   imbibe	   the	  
changes	   in	   care	   delivery	  methods	   that	   come	  with	   the	   introduction	   of	   AFHS	   with	   the	  
component	  of	  self	  efficacy	  playing	  a	  very	  important	  role	  (Edberg,	  2007).	  Going	  into	  the	  
study,	   the	   expectation	   of	   the	   study	   team	   was	   find	   early	   adopter	   facilities	   that	   were	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more	  in	  sync	  with	  AFHS	  concepts	  than	  the	  late	  adopter	  ones,	  as	  the	  former	  had	  received	  
education	  and	  had	  some	  time	  to	  become	  adept	  in	  applying	  these	  concepts.	  	  
A	  change	  in	  institutional	  culture	  culminating	  in	  the	  acceptance	  and	  adherence	  to	  
the	   concept	   of	   AFHS	   involves	   the	   theory	   of	   Organizational/Systems	   change	   (Edberg,	  
2007).	   With	   adherence	   to	   AFHS	   concepts,	   practices	   of	   care	   providers	   become	   more	  
acceptable	   to	   their	   adolescent	   clients	   enhancing	   their	   confidence	   and	   that	   of	   the	  
community	   in	  the	   institution	  delivering	  the	  service.	  This	  change	  process	  will	  ultimately	  
lead	   to	   improved	  health	  outcomes	   for	   adolescents	   and	   the	   community	   (WHO,	   2002a;	  
Tylee	   et	   al.,	   2007;	   Hawkins	   et	   al.,	   2008).	   The	   study	   team	   expected	   organizational	  
changes	   in	  culture	   reflecting	  AFHS	   implementation	   to	  be	  more	  visible	  within	   the	  early	  
adopter	  than	  the	  late	  adopter	  facilities.	  	  
In	   line	   with	   theories	   of	   community	   mobilization	   (Edberg,	   2007),	   enlisting	   the	  
active	  participation	  of	  the	  community	  in	  AFHS	  will	  give	  them	  a	  better	  appreciation	  of	  the	  
program	  enhancing	  confidence	  in	  the	  institution	  that	  could	  improve	  care	  utilization	  and	  
health	  outcomes	  (Kirby,	  2001;	  Mmari	  &	  Magnani,	  2003).	  The	  study	  process	  involved	  all	  
stakeholders	   based	   on	   the	   same	   theory	   of	   community	   participation	   that	   meaningful	  
involvement	  would	  enhance	  appreciation	  and	  acceptance	  of	  study	  outcomes	  among	  the	  
various	  parties	  involved.	  	  





Figure	  2:	  Conceptual	  Framework	  	  
 2.4	   Adolescent	  Health	  Services	  in	  Ghana	  
Care	  delivery	  within	  health	  facilities	  of	  the	  GHS	  have	  been	  predominantly	  along	  
the	   lines	   of	   adults	   or	   children	   with	   little	   emphasis	   on	   the	   needs	   of	   adolescents.	  
Nongovernmental	  organizations	   (NGOs)	   like	  Ghana	  Red	  Cross	  Society	  and	  the	  Planned	  
Parenthood	  Association	  of	  Ghana	  (PPAG)	  were	  the	  pioneers	  of	  adolescent	  focused	  care	  
in	   the	   country	   in	   the	   1970s.	  Another	  NGO,	   The	  African	   Youth	  Alliance	   (AYA)	   between	  
2002	  and	  2005	  in	  collaboration	  with	  the	  MOH	  established	  some	  youth	  friendly	  facilities	  
across	   the	   country.	   The	   first	   documented	   effort	   by	   a	   state	   institution	   at	   providing	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services	  targeted	  at	  adolescents	  was	  in	  1980	  by	  the	  Usher	  Polyclinic	  in	  Accra.	  The	  PPAG	  
in	   1994	  with	   the	   support	   of	   the	   Health	   Administration	   of	   the	   Akuapim	  North	   District	  
introduced	   ADHD	   programs	   into	   some	   health	   facilities	   in	   that	   district.	   A	   show	   of	  
commitment	  towards	  the	  health	  needs	  of	  adolescents	  came	  from	  the	  Ministry	  of	  Health	  
(MOH)	  in	  1996	  with	  the	  establishment	  of	  the	  post	  of	  an	  officer	  coordinating	  adolescent	  
health	  and	  development	  activities	  and	  later	  in	  2002	  first	  incorporated	  adolescent	  health	  
and	  development	  into	  its	  program	  of	  work	  (POW)	  (GHS,	  2009-­‐draft).	  	  
A	  series	  of	  events	  necessitated	  the	  involvement	  of	  the	  MOH	  in	  the	  development	  
of	   programs	   for	   the	   adolescent	   population,	   these	   included	   the	   realization	   that	   young	  
people	  who	   constituted	   a	  majority	   of	   country’s	   population	   (30.4%)	  were	   receiving	   no	  
special	   attention	   with	   respect	   to	   their	   healthcare;	   the	   1994	   Cairo	   International	  
Conference	  on	  Population	  and	  Development	  (ICPD);	  the	  introduction	  of	  a	  revised	  Ghana	  
Population	  Policy	  in	  1994;	  and	  the	  Millennium	  Development	  Goals	  (MDGs).	  	  
With	   its	   incorporation	   into	   the	   POW	   of	   the	  MOH,	   the	   Adolescent	   Health	   and	  
Development	   (ADHD)	   program	   of	   the	   Ghana	   Health	   Service	   (GHS)/Ministry	   of	   Health	  
(MOH)	   has	   been	   at	   the	   forefront	   of	   facilitating,	   developing	   and	   implementing	  
adolescent	   and	   youth	   friendly	   programs	   across	   the	   country.	   The	   ADHD	   program	   is	  
progressively	   creating	   the	   atmosphere	   to	   enhance	   service	   delivery	   to	   the	   adolescent	  
population	   by	   the	   development	   of	   program	   guidelines,	   identifying	   eligible	   health	  
facilities,	   providing	   training	   sessions	   for	   staff	   and	   stakeholders,	   embarking	   on	   AFHS	  
educational	   and	   awareness	   programs	   within	   organizations	   and	   communities	   (GHS,	  
2007).	  A	   strategic	  plan	   culminating	   in	   the	  establishment	  of	  AFHS	   services	   in	  all	   health	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facilities	   countrywide	   was	   unveiled	   in	   2009	   and	   plans	   are	   well	   advanced	   to	   develop	  
nationwide	   standards	   of	   care	   for	   adolescents.	   The	   strategic	   plan	   incorporates	   inputs	  
from	   both	   governmental	   and	   nongovernmental	   sectors	   of	   the	   country	   in	   a	   quest	   to	  
advance	  the	  well	  being	  of	  adolescents	  (GHS,	  2007).	  	  
 2.5	   Addressing	  the	  Gap	  in	  Service	  Delivery	  to	  Adolescents	  
With	  the	  implementation	  of	  AFHS	  programs	  in	  health	  facilities	  in	  Ghana,	  there	  is	  
the	  need	  to	  ascertain	  their	  effectiveness	  in	  achieving	  the	  purpose	  for	  which	  they	  were	  
initiated	  in	  the	  first	  place.	  Some	  studies	  have	  addressed	  the	  needs	  of	  adolescents,	  their	  
expectations	   of	   care	   providers	   and	   their	   satisfaction	   with	   care	   delivered	   at	   health	  
facilities	   (Awusabo-­‐Asare	   et	   al.,	   2006;	   GHS,	   2007).	   However	   documentation	   on	  
implementation	  of	   the	  AFHS	  program	   in	  health	   facilities	   in	  Ghana	  are	  not	   available	   in	  
literature.	   In	   order	   to	   facilitate	   the	   effective	   delivery	   of	   evidence-­‐based	   care	  meeting	  
the	  needs	  of	  adolescent	  clients,	  it	  is	  imperative	  to	  evaluate	  the	  care	  delivery	  process	  to	  
ascertain	  whether	   procedures	   and	   processes	   are	   appropriately	   followed.	   There	   is	   the	  
urgent	  need	  for	  research	  evidence	  on	  the	  implementation	  process	  to	  serve	  as	  a	  guide	  to	  
enhance	  the	  further	  rollout	  of	  the	  AFHS	  in	  health	  facilities	  in	  Ghana.	  	  
 2.6	   The	  Approach	  to	  Evaluation	  of	  the	  AFHS	  Program	  
As	   was	   stated	   earlier	   in	   section	   1.3,	   this	   study	   evaluated	   systemic	   changes	  
occurring	  within	  health	  facilities	  that	  could	  be	  attributed	  to	  the	  implementation	  of	  AFHS	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-­‐	   a	   systems	   change	   paradigm	   (Ulmer,	   2008).	   The	   WHO	   AFHS	   framework	   guided	   the	  
development	   of	   study	   tools.	   The	  WHO	   AFHS	   framework	   provides	   guidance	   on	   policy	  
issues,	   processes,	   activities	   and	   logistics	   for	   effective	   implementation	   of	   adolescent	  
friendly	  programs.	  The	  study	  actively	  involved	  the	  staff	  and	  stakeholders	  of	  the	  facilities	  
in	   the	   evaluation	   process	   to	   enhance	   acceptance	   and	   ownership	   of	   the	   study	   results	  
whilst	  building	  their	  capacity	  for	  future	  self-­‐evaluation.	  The	  study	  was	  approached	  from	  
the	   perspective	   that	   health	   facilities	   that	   are	   adolescent	   friendly	   had	   undergone	  
systemic	  changes	  as	  a	  result	  of	  implementing	  the	  AFHS	  program.	  Facility	  infrastructural,	  
policy,	  care	  delivery	  practice	  changes,	  adherence	   to	  guidelines	  and	  protocols	  could	  be	  
manifestations	  of	  AFHS	  program	  implementation.	  	  
 2.7	   Significance	  of	  the	  Proposed	  Research	  
Potential	   Contribution:	   This	   evaluation	   seeks	   to	   facilitate	   the	   attainment	   of	  
significant	   changes	   in	   the	   health	   care	   of	   adolescents	   by	   achieving	   the	   following:	   (1)	  
Engaging	  and	  getting	  feedback	  from	  stakeholders;	  (2)	  Identifying	  strengths	  and	  building	  
upon	   them,	   gaps	   and	   filling	   them;	   (3)	   Recommending	   based	   on	   study	   findings	  
universally	   relevant,	   feasible	   and	   practical	   approaches	   to	   effect	   change	   in	   service	  
providing	   institutions;	   (4)	   Involving	   staff	   in	   generating	   institutionally	   applicable	  
monitoring	   and	   evaluation	   (M&E)	   guidelines	   that	   will	   facilitate	   self	   assessment	   to	  
enhance	   service	   delivery	   and	   at	   the	   same	   time	   empowering	   care	   providers	   at	   the	  
institutional	   level	   (Self-­‐auditing	  guides	  and	  procedures);	   (5)	   Facilitating	   the	  developing	  
of	   standards	   of	   assessment	   of	   AFHS	   institutions	   (Dickson,	   Ashton	  &	   Smith,	   2007);	   (6)	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Generating	   evidence	   from	   study	   findings	   to	   guide	   policy	   decisions	   on	   adolescent	   care	  
delivery;	   and	   (7)	   Identifying	   areas	   of	   relevance	   for	   future	   study	   and	   intervention	  
activities.	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CHAPTER	  III:	  	  METHODS	  
 3.1	   Context	  of	  Study	  
 3.1.1	   Introduction	  to	  Ghana	  and	  Overview	  of	  Ghana	  Health	  Indicators	  
The	   study	   was	   carried	   out	   in	   the	   Republic	   of	   Ghana,	   a	   multiparty	   democratic	  




Figure	  3:	  Map	  of	  the	  Republic	  of	  Ghana	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Key	   health	   indicators	   show	   that	   Ghana	   has	   lower	   life	   expectancy,	   higher	   birth	  
rate,	  higher	  infant	  mortality	  rate,	  and	  higher	  maternal	  mortality	  ratio,	  compared	  to	  the	  
world	  average.	  Life	  expectancy	  in	  Ghana	  is	  greater	  than	  Nigeria	  or	  South	  Africa,	  but	  less	  
than	   the	  US	  and	   the	  World.	   The	  birth	   rate	   in	  Ghana	   is	   lower	   than	  Nigeria,	   but	  higher	  
than	  South	  Africa,	  the	  US,	  and	  the	  World.	  The	  infant	  mortality	  rate	  is	  lower	  than	  Nigeria	  
and	  South	  Africa,	  but	  higher	  than	  the	  US	  and	  the	  World.	  The	  maternal	  mortality	  ratio	  in	  
Ghana	  is	  lower	  than	  Nigeria,	  but	  higher	  than	  South	  Africa,	  the	  US,	  and	  the	  World.	  Figure	  
4	  shows	  four	  key	  health	  indicators	  for	  Ghana,	  Nigeria,	  South	  Africa,	  US,	  and	  the	  World	  
(The	  World	  Fact	  book,	  2013)	  
	  




 3.1.2	   Characteristics	  of	  the	  Ghana	  Health	  System	  
The	  Ministry	   of	   Health	   (MOH)	   is	   the	   overall	   policymaking	   body	   guiding	   health	  
care	   in	   Ghana.	   The	   Teaching	   Hospitals/	   Health	   Educational	   institutions,	   the	   Ghana	  
Health	   Service	   (GHS),	   the	   Christian	   Health	   Association	   of	   Ghana	   (CHAG)	   and	   Private	  
Hospitals	  all	  fall	  under	  the	  jurisdiction	  of	  the	  MOH.	  	  
The	  Ghana	  Health	  Service	   (GHS)	   is	  a	  Public	  Service	  body	  established	  under	  Act	  
525	  of	  1996	  as	  required	  by	  the	  1992	  constitution	  (Parliament	  of	  the	  Republic	  of	  Ghana,	  
1996).	  
 Mandate	  of	  the	  GHS	  
To	  provide	  and	  prudently	  manage	  comprehensive	  and	  accessible	  health	  service	  
with	  special	  emphasis	  on	  primary	  health	  care	  at	  regional,	  district	  and	  sub-­‐district	  levels	  
in	  accordance	  with	  approved	  national	  policies.	  
 Organization	  of	  the	  GHS	  	  
Administratively,	   the	   GHS	   is	   organized	   at	   three	   levels,	   National,	   Regional,	   and	  
District.	  Functionally,	  the	  GHS	  is	  organized	  at	  five	  levels;	  the	  three	  administrative	  levels	  
with	  the	  addition	  of	  the	  sub-­‐district,	  and	  the	  community	  levels.	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 The	  Ghana	  Health	  Service	  Council	  	  
The	   GHS	   is	   governed	   by	   a	   12-­‐member	   Council.	   The	   functions	   of	   the	   Council	  
include	  ensuring	  the	  implementation	  of	  the	  functions	  of	  the	  Service;	  submitting	  to	  the	  
Minister	  recommendations	  for	  health	  care	  delivery	  policies	  and	  programmes;	  promoting	  
collaboration	   between	   the	   Ministry	   of	   Health,	   Teaching	   Hospitals	   and	   the	   GHS;	   and	  
advising	   the	   Minister	   on	   posts	   in	   the	   GHS	   and	   other	   matters	   that	   the	   Minister	   may	  
request	  (GHS,	  2013).	  
 Administrative	  Level	  Structures	  
National	  Level	  structures	  include	  the	  Ghana	  Health	  Service	  Council,	  the	  Office	  of	  
the	   Director	   General	   and	   Deputy	   Director	   General,	   and	   eight	   National	   Divisional	  
Directors.	  	  	  
At	   the	   Regional	   Level,	   Regions	   are	   headed	   by	   10	   Regional	   Directors	   of	   Health	  
Services,	   each	   supported	   by	   a	   Regional	   Health	   Management	   Team,	   and	   a	   Regional	  
Health	  Committee.	  
At	   the	  District	  Level,	  all	  110	  districts	  are	  headed	  by	  District	  Directors	  of	  Health	  
Services,	   each	   supported	   by	   a	   District	   Health	   Management	   Team,	   District	   Health	  
Committee,	  and	  Sub	  District	  Health	  Management	  Teams	  (GHS,	  2013).	  
 Budget	  Management	  Centers	  or	  Cost	  Centers	  of	  the	  GHS	  
The	   above	   administrative	   levels	   are	   organised	   as	   Budget	   and	   Management	  
Centres	  (BMCs)	  or	  Cost	  centres	  for	  purposes	  of	  administering	  Government	  of	  Ghana	  and	  
Developmental	  Partner	  Funds.	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There	  are	  a	  total	  of	  223	  functional	  BMCs	  and	  110	  Sub-­‐District	  BMCs	  on	  Record.	  A	  
breakdown	   of	   the	   BMCs	   is	   as	   follows:	   Currently,	   the	   headquarters	   of	   the	   GHS	   is	  
managed	   as	   one	   BMC;	   10	   Regional	   Health	   Administration,	   8	   Regional	   Hospitals,	   110	  
District	  Health	  Administrations	  and	  95	  District	  Hospitals	  (GHS,	  2013).	  
 Delivery	  of	  Services	  at	  Regional	  and	  District	  levels	  of	  the	  GHS	  
At	  the	  regional	  level,	  curative	  services	  are	  delivered	  at	  the	  regional	  hospitals	  and	  
public	  health	  services	  by	  the	  District	  Health	  Management	  Team	  (DHMT)	  as	  well	  as	  the	  
Public	  Health	  division	  of	   the	   regional	   hospital.	  	   The	  Regional	  Health	  Administration	  or	  
Directorate	   (RHA)	   provides	   supervision	   and	  management	   support	   to	   the	   districts	   and	  
sub-­‐districts	  within	  each	  region.	  
At	  the	  district	   level,	  curative	  services	  are	  provided	  by	  district	  hospitals	  many	  of	  
which	  are	  mission	  or	  faith	  based.	  Public	  health	  services	  are	  provided	  by	  the	  DHMT	  and	  
the	  Public	  Health	  units	  of	  the	  district	  hospitals.	  	  The	  District	  Health	  Administration	  (DHA)	  
provides	  supervision	  and	  management	  support	  to	  their	  sub-­‐districts.	  
At	   the	   sub-­‐district	   level	   both	   preventive	   and	   curative	   services	   are	   provided	   by	  
the	   health	   centers	   as	   well	   as	   out-­‐reach	   services	   to	   the	   communities	   within	   their	  
catchment	   areas.	  	   Basic	  preventive	   and	   curative	   services	   for	  minor	   ailments	   are	  being	  
addressed	   at	   the	   community	   and	   household	   level	   with	   the	   introduction	   of	   the	  
Community-­‐based	   Health	   Planning	   and	   Services	   (CHPS).	  	   The	   role	   played	   by	   the	  
traditional	  birth	  attendants	  (TBAs)	  and	  the	  traditional	  healers	   is	  also	  receiving	  national	  
recognition	  (GHS,	  2013).	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 Health	  Center	  
The	  health	  center	  has	   traditionally	  been	  the	   first	  point	  of	  contact	  between	  the	  
formal	  health	  delivery	   system	  and	   the	   client.	  	   It	   is	   headed	  by	  a	  Medical	  Assistant	   and	  
staffed	  with	  program	  heads	  in	  the	  areas	  of	  midwifery,	  laboratory	  services,	  public	  health,	  
environmental,	  and	  nutrition.	  	  Each	  health	  center	  serves	  a	  population	  of	  approximately	  
20,000.	  	  They	  provide	  basic	  curative	  and	  preventive	  medicine	  for	  adults	  and	  children	  as	  
well	   as	   reproductive	   health	   services.	  	   They	   provide	   minor	   surgical	   services	   such	   as	  
incision	  and	  drainage.	  	  They	  augment	  their	  service	  coverage	  with	  outreach	  services	  and	  
refer	   severe	   and	   complicated	   conditions	   to	   appropriate	   levels.	  	   The	   polyclinic	   is	   the	  
urban	   version	   of	   the	   rural	   health	   center.	  	   Polyclinics	   are	   usually	   larger,	   offer	   a	   more	  
comprehensive	  array	  of	  services,	  are	  manned	  by	  physicians,	  and	  can	  offer	  complicated	  
surgical	  services.	  	  They	  are	  mainly	  in	  metropolitan	  areas	  (GHS,	  2013).	  
 District	  Hospitals	  
District	   hospitals	   are	   the	   facilities	   for	   clinical	   care	   at	   the	   district	   level.	  	   District	  
hospitals	   serve	  an	  average	  population	  of	  100,000–200,000	  people	   in	   a	   clearly	  defined	  
geographical	  area.	  	  The	  number	  of	  beds	  in	  a	  district	  hospital	  is	  usually	  between	  50	  and	  
60.	  	   It	   is	   the	   first	   referral	   hospital	   and	   forms	   an	   integral	   part	   of	   the	   district	   health	  
system.	  	  
A	  District	  Hospital	  provides:	  (1)	  Curative	  care,	  preventive	  care,	  and	  promotion	  of	  
health	  of	  the	  people	  in	  the	  district,	  quality	  clinical	  care	  by	  a	  more	  skilled	  and	  competent	  
staff	  than	  those	  of	  the	  health	  centers	  and	  polyclinics;	  (2)	  Treatment	  techniques,	  such	  as	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surgery	  not	  available	  at	  health	  centers;	  (3)	  Laboratory	  and	  other	  diagnostic	  techniques	  
appropriate	   to	   the	  medical,	   surgical,	   and	   outpatient	   activities	   of	   the	   district	   hospital;	  
and	  (4)	  Out-­‐patient	  and	  in-­‐patient	  care	  (GHS,	  2013).	  	  
 3.1.3	   GHS	  Districts	  Participating	  in	  Research	  
The	   study	   was	   carried	   out	   in	   the	   Akwapim	   North	   and	   South	   administrative	  
districts	  of	  the	  Eastern	  Region	  of	  Ghana.	  The	  PPAG	  in	  1994	  facilitated	  the	  establishment	  
of	  ADHD	  programs	  in	  some	  communities	  of	  the	  Akwapim	  North	  making	  it	  a	  pioneering	  
district	   in	   AFHS	   delivery	   in	   Ghana	   (GHS-­‐draft,	   2009).	   The	   Akwapim	   South	   has	   similar	  
geographic,	  economic,	  traditional	  and	  other	  features	  as	  the	  Akwapim	  North	  district,	  but	  
is	  yet	  to	  implement	  the	  AFHS	  program.	  As	  was	  earlier	  noted,	  there	  are	  no	  documented	  
implementation	  reports	  on	  health	  facilities	  administering	  AFHS.	  	  
 Akwapim	  North	  District	  
The	  Akwapim	  North	  District	  covers	  a	  total	  area	  of	  544	  square	  kilometers	  (km2),	  
with	   a	   population	  of	   104,753	   (Statoids,	   2010).	   The	   adolescent	   population	  of	  Ghana	   is	  
about	   21.9%	   of	   the	   total	   population,	   as	   such	   it	   is	   estimated	   that	   the	   district	   has	  
approximately	  22,940	  adolescents	   (Ghana	  Statistical	  Service,	  2002).	  The	  administrative	  
capital	   of	   the	   district	   is	   Akwapim	   Akropong	   located	   about	   58	   km	   from	   Accra,	   the	  
Nation’s	  capital	  city.	  Health	  care	   is	  provided	  by	  government	  and	  private	  organizations.	  
Private	  health	  facilities	  could	  belong	  to	  non-­‐governmental	  organizations,	   individuals	  or	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religious	  institutions.	  A	  total	  of	  21	  health	  institutions	  consisting	  of	  18	  government	  and	  3	  
private	  ones	  serve	  the	  health	  needs	  of	  the	  population.	  	  
	  
 Akwapim	  South	  District	  
The	  Akwapim	  South	  District	  covers	  a	  total	  area	  of	  362	  km2	  with	  a	  population	  of	  
116,346	  out	  of	  which	  an	  approximate	  25,479	  are	  adolescents	  (Statoids,	  2010).	  Nkawkaw	  
is	   the	  district	  capital	   located	  about	  23	  km	  from	  Accra.	  A	  total	  of	  17	  health	   institutions	  
consisting	   of	   11	   government	   and	   6	   private	   ones	   serve	   the	   health	   needs	   of	   the	  
population.	  	  
 3.2	   Study	  Approach	  
Using	  the	  WHO	  AFHS	  framework,	  the	  study	  characterized	  AFHS	  implementation	  
between	   early	   and	   late	   adopters	   of	   AFHS,	   investigated	   organizational	   characteristics	  
associated	  with	   implementation,	  explored	  barriers	   to	   implementation	  and	  approaches	  
to	  enhance	  care	  delivery.	  The	  general	  approach	  was	  a	  mixed-­‐methods,	  multi-­‐informant	  
study	  designed	  to	  improve	  AFHS	  implementation	  in	  Ghana,	  and	  offer	  lessons	  learned	  to	  
other	  countries	  who	  want	  to	  institute	  AFHS.	  	  
The	   study	   placed	   particular	   emphasis	   on	   institutional	   structures	   including	   staff	  
and	  stakeholders	  and	  how	  they	  function.	  Quantitative	  and	  qualitative	  approaches	  were	  
used	  to	  provide	  a	  combination	  of	  standardized	  and	  rich	  information.	  Study	  instruments	  
from	   previous	   studies	   and	   those	   available	   in	   WHO	   AFHS	   evaluation	   manuals	   were	  
67	  
	  
adapted	  for	  use	  in	  this	  study	  (Senderowitz	  et	  al,	  2002;	  Dickson,	  Ashton	  &	  Smith,	  2007;	  
WHO,	  2009).	  	  
 3.2.1	   Developing	  Collaborations	  	  
My	  academic	  advisor	  and	  members	  of	  the	  dissertation	  committee	  both	  in	  the	  US	  
and	   in	   Ghana	   were	   fully	   supportive	   and	   keen	   on	   seeing	   this	   study	   materialize.	   The	  
Program	  Manager	  of	   the	  Adolescent	  Health	  and	  Development	  Program	   (ADHD)	  of	   the	  
GHS	  was	  very	  enthusiastic	  of	  this	  study	  as	  it	  falls	  in	  line	  with	  the	  GHS	  strategic	  plan	  for	  
the	   next	   5	   years.	   The	   Program	   Manager	   facilitated	   the	   contacts	   and	   links	   with	   the	  
Directors	   of	   Health	   Services	   of	   the	   two	   administrative	   districts	   where	   the	   study	   was	  
carried	  out	  and	  provided	  information	  relevant	  to	  the	  study	  development.	  The	  GHS	  was	  
appropriately	  informed	  about	  the	  study	  and	  the	  institutional	  review	  boards	  (IRBs)	  of	  the	  
GHS	  and	  Drexel	  University	  granted	  ethical	  clearance.	  
 3.2.2	   Pilot	  Study	  
Pilot	  studies	  were	  conducted	  prior	  to	  beginning	  data	  collection.	  The	  pilot	  studies	  
were	   performed	   in	   selected	   health	   facilities	   in	   administrative	   districts	   with	   close	  
characteristics	  to	  the	  study	  sites,	  in	  order	  to	  assess	  the	  ability	  of	  the	  study	  instruments	  
to	   measure	   desired	   effects	   and	   to	   perfect	   any	   “rough	   edges”.	   Relevant	   information	  




 3.3	   Design	  
 3.3.1	   Methodology	  
 Study	  Design	  
The	   study	   design	   was	   a	   cross-­‐sectional	   (observational)	   study	   design	   (Szklo	   &	  
Nieto,	   2007)	   using	   a	  multi-­‐informant,	  mixed	  method	   survey	   to	   describe	   adherence	   to	  
AFHS	   criteria	   by	   health	   facilities	   in	   Akwapim	  North	   and	   South	  Districts	   of	  Ghana.	   The	  
study	  assessed	  and	  compared	  health	   facilities	   that	  were	  early	  adopters	  of	  AFHS	   (have	  
received	   intensive	   training	   in	  AFHS	   and	  working	  over	   a	   sustained	  period	   to	   transform	  
their	   facility	   towards	  AFHS)	   to	  other	   facilities	   serving	   similar	  populations	  who	  had	  not	  
yet	  changed	  their	  policies	  and	  practices.	  	  
The	   Ghana	   Health	   Service/	  Ministry	   of	   Health	   determined	   the	   stratification	   of	  
the	   health	   facilities	   into	   early	   and	   the	   late	   adopter	   strata.	   Health	   facilities	   in	   the	  
Akwapim	   North	   district	   were	   introduced	   to	   AFHS	   programs	   in	   1994	   and	   became	  
pioneers	  in	  adolescent/	  youth	  friendly	  programs	  in	  Ghana.	  	  




Figure	  5:	  Study	  Design	  	  
The	   study	   was	   designed	   to	   identify	   adherence	   patterns	   between	   the	   varying	  
stratum	  of	   health	   facilities,	   noting	   factors	   contributing	   to	   their	   varying	   performances,	  
obstacles	  in	  implementation	  of	  the	  AFHS	  program	  and	  creative	  measures	  being	  used	  to	  
overcome	  the	  obstacles.	  	  
 Rationale	  
Experimental	   study	   designs	   are	   the	   gold	   standard	   for	   evaluating	   the	  
effectiveness	  of	  interventions	  and	  provide	  a	  scientific	  and	  statistical	  basis	  for	  arriving	  at	  
conclusions	   about	   causality	   (Gribbons	   &	   Herman,	   1997;	   Shadish,	   Cook	   &	   Campbell,	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2002).	   The	   observational	   design	   was	   used	   in	   this	   research	   due	   to	   the	   inability	   to	  
randomly	  assign	  the	  study	  population	  into	  distinct	  intervention	  and	  control	  groups.	  	  
Data	  from	  the	  health	  facilities	  was	  collected	  with	  a	  data	  collection	  tool	  consisting	  
of	  8	  modules.	  The	  study	  consisted	  of	  quantitative	  and	  qualitative	  arms.	  The	  quantitative	  
approach	   concisely	   defined	   at	  what	   levels	   the	  health	   facilities	  were	   adhering	   to	  AFHS	  
criteria.	   The	   qualitative	   method	   was	   used	   to	   gain	   an	   in-­‐depth	   understanding	   of	   the	  
factors	  that	  influenced	  adherence	  to	  AFHS	  criteria	  (Richards	  &	  Morse,	  2007).	  
 Quantitative	  Methods	  
Six	   (6)	   of	   the	   8	   modules	   of	   the	   data	   collection	   tool	   were	   predominantly	  
quantitative	   in	   nature.	   The	   quantitative	   approach	   involved	   a	   review	   of	   checklists	   of	  
institutional	   premises/environment	   and	   surroundings,	   clinic	   documents	   such	   as	  
community	  health	  profile,	  service	  plans,	  staff	  training	  plans	  and	  schedules,	  community	  
outreach	   programs,	   community	   involvement,	   clinical	   guidelines/Standard	   Operating	  
Protocols	   (SOPs),	   clinical	   assessment	   tools	   for	   clients,	   educational	   materials	   for	  
adolescents	  (audio-­‐visuals,	  leaflets),	  policies	  and	  client	  records	  (Senderowitz	  et	  al,	  2002;	  
Dickson,	  Ashton	  &	  Smith,	  2007;	  GHS,	  2008).	  At	  each	  health	   facility,	   the	  research	  team	  
logged	  in	  the	  details	  of	  the	  study	  tools	  with	  the	  help	  of	  a	  staff	  member	  identified	  by	  the	  
facility	   head.	   Interviews	   were	   administered	   to	   clinical	   and	   non-­‐clinical	   staff	   to	   assess	  
their	  appreciation	  of	  the	  concepts	  of	  AFHS	  as	  well	  as	  essential	  service	  packages	  (ESPs)	  
for	  adolescents	  (Dickson,	  Ashton	  &	  Smith,	  2007,	  GHS,	  2008).	  Bearing	  in	  mind	  that	  there	  
is	  diversity	   in	   roles,	   responsibility,	   and	  position	  among	   the	   staff	  working	   in	   the	  health	  
71	  
	  
facilities,	  efforts	  were	  made	  to	  include	  as	  many	  categories	  of	  staff	  in	  the	  data	  collection	  
process	  as	  possible.	  	  
Interviews	   with	   community	   members	   and	   other	   stakeholders	   were	   used	   to	  
identify	  areas	   in	  which	  community	  members	  saw	  the	  need	  for	  more	  to	  be	  done	  in	  the	  
care	   of	   adolescents	   (Adamchak,	   Bond,	   MacLaren,	   et	   al.,	   2000).	   They	   ascertained	   the	  
influence	   of	   the	   community	   on	   the	   service,	   and	   community	   acceptance	   and	  
participation	   in	   the	   services.	   The	   community	  members	   commented	   on	   problem	  areas	  
from	   their	   perspective	   with	   regards	   to	   care	   delivery	   to	   adolescents	   and	   adolescents’	  
opinion	  of	  services	  delivered	  by	  the	  health	  facility.	  Recommendations	  for	  improvement	  
or	   change	   based	   on	   the	   community	  members	   experience	   interacting	   over	   the	   period	  
with	  the	  health	  facility	  were	  also	  elicited.	  
Direct	  Observation	  of	  institutional	  premises/environment	  and	  surroundings	  was	  
used	   to	   give	   an	   idea	   of	   changes	   at	   the	   facility.	   The	   provider-­‐client	   interaction	  
observation	   covered	   the	   diverse	   roles	   and	   responsibilities	   of	   staff	   within	   each	   health	  
facility	  (Dickson,	  Ashton	  &	  Smith,	  2007).	  	  
 Qualitative	  Methods	  
Though	   the	   other	   modules	   have	   some	   qualitative	   aspects,	   the	   interview	   with	  
facility	   or	   AFHS	   unit	   heads	   (module	   3)	   and	   focus	   group	   discussions	   with	   adolescents	  
were	  the	  main	  qualitative	  assessment	  instruments.	  Standardized	  open-­‐ended	  interviews	  
using	   interview	   guides	   (Richards	   &	   Morse,	   2007)	   were	   used	   for	   qualitative	   data	  
collection	   from	   facility	   and/or	   AFHS	   unit	   heads	   to	   delve	   deeper	   into	   organizational,	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institutional	   and	   contextual	   factors	   that	   could	   not	   be	   captured	   quantitatively	   (Ulmer,	  
2008).	   The	   interviews	   elicited	   information	   on	   aspects	   of	   care	   that	   the	   heads	   saw	   as	  
relevant	  but	  not	  currently	  provided.	  The	  unit	  heads	  were	  also	  asked	  to	  describe	  barriers	  
they	   faced	   in	   the	   course	   of	   care	   delivery	   to	   adolescents	   and	   to	   share	   their	  
recommendations	   for	   overcoming	   such	  obstacles	   based	  on	   their	   experiences.	   At	   each	  
point	  in	  time,	  documents	  that	  clarified	  certain	  organizational	  procedures	  were	  collected,	  
when	  available,	   to	   reduce	   the	  burden	  of	   response	  on	   the	   interviewees	   (Ulmer,	  2008).	  
Two	   focus	   group	   discussion	   (FGD)	   were	   held	   at	   a	   central	   location	   with	   adolescents	  
within	   each	   administrative	   district.	   The	   FGD	   was	   used	   to	   elicit	   the	   adolescents’	  
understanding	  of	  AFHS,	  their	  views	  about	  service	  delivery	  at	  the	  facilities,	  their	  level	  of	  
involvement	   in	   the	  process,	   their	   level	  of	   satisfaction	  with	  services	  provided	  and	   their	  
recommendations	  for	  adolescent	  care	  delivery.	  
 3.4	  	   Sampling	  Methods	  
 3.4.1	   	  Population	  Inclusion	  and	  Exclusion	  Criteria	  
 Inclusion	  Criteria	  
The	   inclusion	   criteria	   into	   the	   study	   was	   a	   functional	   state	   health	   facility	  
providing	  service	  to	  the	  community.	  
 Exclusion	  Criteria	  
Health	  facilities	  providing	  services	  to	  the	  community	  but	  that	  were	  not	  under	  the	  




A	  total	  of	  29	  communities	  consisting	  of	  18	  in	  the	  Akwapim	  North	  and	  11	  in	  the	  
Akwapim	   South	   Districts	   respectively	   are	   served	   by	   state	   healthcare	   facilities.	   These	  
communities	  served	  as	  our	  reference	  population.	  	  
 Sample	  of	  the	  Population	  
Sampling	   Health	   Facilities.	   A	   preliminary	   assessment	   of	   all	   the	   state	   health	  
facilities	  in	  the	  Akwapim	  North	  and	  Akwapim	  South	  districts	  was	  carried	  out	  under	  the	  
guidance	  of	  the	  coordinator	  of	  adolescent	  health	  and	  development	  (ADHD)	  programs	  of	  
the	  Ghana	  Health	  Service	   (GHS).	  The	  research	   team	  concluded	  on	  sampling	  9	   facilities	  
from	  the	  Akwapim	  North	  and	  7	  from	  the	  Akwapim	  South	  Districts.	  This	  was	  because	  the	  
other	  facilities	  aside	  the	  ones	  selected,	  served	  as	  satellite	  stations	  i.e.	  community	  health	  
and	  planning	  services	  (CHPS)	  initiative	  compounds	  that	  were	  taken	  care	  of	  by	  the	  same	  
staff	  of	   the	   selected	   facilities.	   The	   facilities	  were	   then	  grouped	   into	  early	  adopters	  vs.	  
late	   adopters	   i.e.	   those	   who	   had	   received	   intensive	   AFHS	   training	   and	   are	   working	  
towards	  transforming	  the	  facility	  towards	  AFHS	  and	  those	  who	  had	  not.	  	  
Sampling	  the	  Facility	  Staff	  and	  Community-­‐Based	  Stakeholders.	   	  The	  next	  stage	  
of	   the	   sampling	  process	   involved	   selecting	   institutional	   heads,	   clinical	   and	  non-­‐clinical	  




 3.4.2	  	   Sampling	  Plan	  
 Selection	  of	  Health	  Facilities	  
For	   the	   quantitative	   arm	   of	   the	   study,	   14	   out	   of	   the	   16	   health	   facilities	   were	  
involved.	  The	  other	   	  2	   facilities	  were	   the	  district	  hospitals,	  with	  only	   the	  heads	  of	   the	  
AFHS	  unit	  and	  they	  were	  part	  of	  the	  qualitative	  arm	  of	  the	  study.	  
A	   purposive	   sampling	   approach	   was	   used	   to	   select	   health	   facilities	   for	   the	  
qualitative	   arm	  of	   the	   study.	   The	   facilities	  were	   purposefully	   sampled	   on	   the	   basis	   of	  
their	  level	  of	  AFHS	  implementation.	  Proportional	  representations	  of	  facilities	  were	  made	  
based	  on	  the	  2	  strata	  of	  adoption	  as	  well	  as	  on	   institutional	  sizes.	  The	  essence	  of	   this	  
approach	   was	   to	   ensure	   that	   a	   diverse	   group	   of	   AFHS	   implementing	   and	   non-­‐
implementing	   facilities	   were	   represented	   in	   the	   qualitative	   aspect	   of	   the	   study	   to	  
provide	  a	  rich	  pool	  of	  information	  on	  program	  implementation,	  obstacles	  and	  innovative	  
practices.	  	  
 Selection	  of	  Head	  of	  Institutions/AFHS	  Centers	  and	  Key-­‐informants	  from	  within	  the	  
Community	  for	  Interviews	  
Critical	   Case	   (Purposive)	   sampling	   was	   used	   to	   identify	   study	   subjects	   for	  
qualitative	   interviews	   that	   included	   the	   heads	   of	   health	   facilities	   and/or	   heads	   of	   the	  
AFHS	   units	   or	   persons	   authorized	   by	   the	   above	   and	   key	   informants	   (community	  
members	  and	  other	  stakeholders)	   involved	  in	  AFHS	  delivery	  (Dickson,	  Ashton	  &	  Smith,	  
2007).	   This	   approach	   was	   used	   with	   the	   aim	   of	   accessing	   relevant	   information	   from	  
persons	  knowledgeable	  about	  service	  delivery	  to	  the	  adolescent	  population	  (Adamchak,	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Bond,	  MacLaren,	   et	   al.,	   2000;	   Shadish,	   Cook	  &	  Campbell,	   2002).	  A	   facility	   head	   and	   a	  
community	  representative	  were	  interviewed	  at	  each	  facility.	  
 Selection	  of	  Clinical	  and	  non-­‐Clinical	  Staff	  for	  Interviews	  
Clinical	  and	  non-­‐clinical	  staff	  were	  involved	  in	  the	  quantitative	  arm	  of	  the	  study.	  
Clinical	   staff	   included	   an	   array	   of	   personnel	   including	   physician	   assistants,	   nurses,	  
midwives,	   field	   technicians,	   etc.	   all	   of	   whom	   had	   specific	   roles	   in	   the	   care	   for	  
adolescents.	   Among	   the	   non-­‐clinical	   staff,	   there	   was	   a	   similar	   focus	   on	   representing	  
diverse	  roles,	   for	  example	  health	  extension	  workers,	  orderlies,	  security	  personnel,	  etc.	  
Clinical	   staff	  were	   purposively	   selected	   in	   all	   institutions.	   In	   facilities	  with	   less	   than	   5	  
clinical	   care	   providers	   (nurses/health	   care	   assistants)	   all	   of	   them	   were	   interviewed,	  
those	  with	  between	  5	  and	  10	  providers	  had	  at	  least	  5	  interviewed,	  and	  those	  with	  more	  
than	  10	  providers	  had	  50%	  of	  them	  interviewed	  (Dickson,	  Ashton	  &	  Smith,	  2007).	  Non-­‐
clinical	   staff	   were	   purposively	   sampled.	   In	   the	   process	   of	   sampling	   clinical	   and	   non-­‐
clinical	   staff,	   efforts	   were	   made	   to	   get	   a	   fair	   representation	   of	   all	   the	   existing	   staff	  
categories	  in	  each	  facility.	  
 Checklist	  and	  Direct	  Client-­‐Provider	  Observation	  
The	  checklists	  were	  filled	  out	  by	  the	  research	  team	  with	  help	  of	  the	  institutional	  
heads	  and/or	  the	  heads	  of	  the	  AFHS	  units	  or	  persons	  authorized	  by	  the	  above	  to	  do	  so.	  
The	  direct	   client-­‐provider	  observations	  were	  performed	   in	   all	   facilities	   involved	   in	   the	  
quantitative	  arm	  of	  the	  study.	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 Focus	  Group	  Discussions	  with	  Adolescents	  in	  Health	  Committees	  of	  Health	  Facilities	  
Focus	   group	   discussions	   (FGD)	  were	   held	  with	   adolescents	   residing	  within	   the	  
two	  districts	  during	  the	  study	  period.	  	  
	  
























Figure	  6:	  Sampling	  Design	  	  
 3.4.3	  	   Power	  Analyses	  
Power	  analysis	  was	  not	  done	  for	  this	  study,	  as	  the	  intent	  of	  the	  research	  was	  to	  
contribute	   information	  about	  how	   the	  AFHS	  process	  has	  been	   carried	  out	  by	   facilities	  
involved	   in	   a	   systems	   transformation	   towards	   AFHS.	   While	   the	   sample	   size	   limits	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generalization	  of	   findings,	   the	  multi-­‐informant,	  mixed-­‐methods	  approach	   is	  warranted	  
at	   this	   point	   of	   systems	   transformation	   to	   identify	   the	   changes	   that	   have	   practical	  
relevance	  to	  the	  improvement	  and	  expansion	  of	  Ghana’s	  current	  AFHS	  program.	  	  
 3.4.4	  	   Rationale	  of	  Sampling	  Approach	  
Randomization	   reduces	   selection	   bias	   and	   in	   turn	   reduces	   threats	   to	   internal	  
validity	  of	   the	   study.	  However	   in	   the	  current	   study,	   study	   sites	  and	  most	  of	   the	   study	  
subjects	   were	   selected	   purposively	   in	   view	   of	   the	   fact	   that	   they	   were	   the	   sole	  
repositories	   of	   relevant	   information.	   To	   reduce	   the	   occurrence	   of	   biases,	   a	   multi-­‐
informant	  and	  mixed	  methods	  approach	  was	  used	   to	  diversify	   the	  sources	  of	  data	   for	  
the	  study.	  
 3.5	  	   Measurement	  Methods	  
 3.5.1	  	   Measurement	  Matrix	  
The	  major	   domains	   of	  measurement	   are	   AFHS	   implementation	   constructs	   and	  
organizational	   characteristics.	   Table	   1	   portrays	   the	   relationships	   between	   the	   study	  
constructs,	  variables,	  and	  sources	  of	  data.	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Table	  1:	  Measurement	  Matrix	  	  
	  
CONSTRUCTS	   VARIABLES/	  INDICATORS	  
DATA	  COLLECTION	  
MODULE	  





The	  clinic’s	  cleanliness,	  attractiveness	  and	  
comfortable	  for	  adolescents	  	   x	   x	   	   	   	   x	   	   X	  
Privacy	  during	  consultation	  of	  adolescents	   	   x	   	   	   	   	   x	   	  
Existence	  of	  Infection	  control	  procedures	  	   x	   x	   x	   x	   x	   	   x	   	  
Existence	  of	  quality	  of	  care	  monitoring	  







Training	  of	  staff	  to	  increase	  knowledge,	  
improve	  staff	  attitudes	  and	  increase	  staff	  skills	  
related	  to	  AFHS	  
x	   	   x	   x	   x	   	   	   	  
Staff	  provide	  ESP	  using	  standard	  case	  
management	  guidelines	   	   	   x	   x	   	   	   	   	  
Staff	  friendly,	  respectful	  and	  non-­‐judgmental	  





AFHS	  policies	  in	  place,	  visible	  and	  
comprehensible	   x	   x	   x	   	   	   	   	   	  
Staff	  know	  SRH	  rights	  of	  adolescents	   x	   	   x	   x	   x	   	   	   	  
Institution	  promotes	  SRH	  rights	  and	  
responsibilities	  to/of	  adolescents	   x	   	   x	   x	   	   	   	   	  
Assurance	  of	  confidentiality	  of	  adolescent	  
client	  	   x	   	   x	   	   	   	   x	   	  
Services	  are	  provided	  cognizant	  of	  rights	  of	  
adolescents	   x	   	   x	   x	   	   	   	   X	  
Community	  involvement	  in	  AFHS	  delivery	  
process	   x	   	   x	   	   	   x	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CONSTRUCTS	   VARIABLES/	  INDICATORS	  
DATA	  COLLECTION	  
MODULE	  







Requisite	  drugs	  and	  contraceptives	  readily	  
available	  for	  ESP	  case	  management	   	   x	   x	   x	   	   	   	   	  
Other	  essential	  supplies	  are	  available	  for	  ESP	  
case	  management	   	   x	   	   x	   	   	   	   	  
Equipment	  for	  provision	  of	  ESP	  available	  and	  







Availability	  and	  accessibility	  of	  accurate,	  easily	  
comprehensible	  developmentally	  appropriate	  
IEC	  materials	  
x	   x	   x	   	   	   x	   	   X	  
IEC	  activities	  are	  provided	  both	  at	  facility	  and	  in	  
community	   	   	   x	   x	   	   x	   	   X	  
Adolescents	  are	  involved	  in	  IEC	  provision	  at	  all	  
levels	   	   	   x	   	   	   x	   x	   X	  
Counseling	  and	  information	  about	  safe	  sex,	  










Clearly	  visible	  schedule,	  location	  and	  scope	  of	  
adolescent	  services	  provided	  by	  facility	  and	  
well	  communicated	  to	  community	  
	   x	   x	   x	   	   x	   	   X	  
Facility	  actively	  promotes	  adolescent	  health	  
services	  within	  the	  community	   	   	   	   	   	   x	   	   	  
Time	  frame	  of	  service	  delivery	  convenient	  for	  
adolescents	   	   	   x	   x	   	   x	   	   X	  
All	  manner	  of	  staff	  (reception,	  clerical,	  
housekeeping,	  etc.)	  capable	  of	  assisting	  
adolescents	  access	  care	  in	  an	  informed	  and	  
non-­‐judgmental	  manner	  
	   	   	   x	   x	   x	   	   X	  
Syndromic	  management	  of	  STIs	  is	  practiced	  	   	   	   x	   x	   	   	   x	   	  
High	  quality	  VCT	  is	  provided	   	   x	   x	   x	   	   	   x	   	  
HIV	  program	  is	  available	  and	  provided	   	   	   x	   x	   	   	   	   	  
Contraceptive	  information,	  counseling	  and	  
methods	  are	  available	  and	  provided	   	   	   x	   x	   	   	   x	   	  
Pregnancy	  care	  services	  are	  provided	   	   	   x	   x	   	   	   x	   	  
Information	  and	  counseling	  for	  violence/abuse	  
and	  mental	  health	  problems	  are	  provided	   	   	   x	   x	   	   	   x	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CONSTRUCTS	   VARIABLES/	  INDICATORS	  
DATA	  COLLECTION	  
MODULE	  











Data	  on	  health	  needs	  of	  community	  collected	   x	   	   x	   	   	   x	   	   	  
Disaggregated	  data	  collection	  formats	   x	   	   	   	   	   	   	   	  
Availability	  of	  service	  plan	  addressing	  
adolescent	  health	  needs	  and	  a	  process	  
implementation	  plan	  
x	   	   x	   	   	   x	   	   	  
Evidence	  of	  functional	  staff	  supervision	  and	  
support	  mechanisms	  	   	   	   x	   x	   x	   x	   	   	  
Facility	  has	  adequate	  client	  and	  activity	  record	  
systems	  	   x	   	   	   	   	   	   	   	  
Evidence	  of	  adolescent	  and	  community	  
participation	  in	  planning	  and	  care	  delivery	  	   	   	   x	   	   	   x	   	   	  
Availability	  of	  process	  of	  continuous	  quality	  
review	  and	  updating	  standards	  of	  acceptable	  
practices	  






Care	  providers	  take	  appropriate	  history	   x	   	   	   	   	   	   x	   	  
Care	  providers	  perform	  appropriate	  physical	  
examinations	  and	  investigations	  in	  accordance	  
with	  case	  management	  guidelines	  
x	   	   	   	   	   	   x	   	  
The	  comfort,	  dignity	  and	  modesty	  of	  
adolescents	  are	  respected	  in	  the	  course	  of	  care	  
delivery	  
	   	   	   	   	   x	   x	   X	  
Adolescents	  are	  comprehensibly	  assessed	  of	  
needs	  and	  risks	  (availability	  and	  use	  of	  
standardized	  assessment	  protocol)	  
x	   	   	   	   	   	   	   	  
Case	  management	  guidelines	  for	  individualized	  
care	  from	  ESP	  available	  and	  used	  appropriately	   x	   	   	   	   	   	   x	   	  
Care	  providers	  encourage	  adolescents	  to	  freely	  
express	  concerns,	  ask	  questions	  and	  discuss	  
care	  and	  treatment	  options	  
	   	   	   	   	   x	   x	   X	  
Care	  providers	  use	  effective	  counseling	  skills	  
based	  on	  ESP	   	   	   	   	   	   	   x	   	  
Adolescents	  provided	  clear	  and	  
comprehensible	  follow-­‐up	  information	   	   	   	   x	   	   x	   x	   X	  
Evidence	  of	  available	  effective	  referral	  system	  
for	  care	  needs	  that	  are	  not	  available	  at	  facility	   x	   	   x	   x	   	   x	   	   	  
Cost/	  financial	  matters	   	   	   	   	   	   	   	   X	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CONSTRUCTS	   VARIABLES/	  INDICATORS	  
DATA	  COLLECTION	  
MODULE	  






of	  AFHS	  	  
Direct	  evidence	  of	  staff	  abiding	  by	  AFHS	  
policies	  and	  practices	   x	   x	   	   	   	   	   x	   	  
Potential	  barriers	  to	  adherence	   	   	   x	   x	   x	   x	   x	   	  
Potential	  areas	  to	  build	  upon	  and	  enhance	  
those	  already	  in	  place	   	   	   x	   x	   x	   x	   x	   	  
Potential	  economic	  implications	  of	  change	  to	  
AFHS	   	   	   x	   x	   	   	   	   	  
Approaches	  to	  enhancing	  adherence	  to	  AFHS	  
concepts	   	   	   x	   x	   x	   x	   	   X	  
	  
1	  	  Checklist	  Of	  Documents	  (Organizational	  Profile,	  Staff	  Training,	  Etc.)	  
2	  	  Checklist	  Of	  Infrastructure,	  Equipment,	  Supplies,	  Other	  Logistics,	  Etc.	  	  
3	  	  Interviews	  With	  Managers	  Or	  Heads	  Of	  AFHS	  Units	  
4	  	  Interviews	  With	  Clinical	  Staff	  	  
5	  	  Interviews	  With	  Non-­‐Clinical	  Staff	  
6	  	  Interview	  With	  Community	  Link	  Person	  Or	  Key	  Informant	  
7	  	  Direct	  Observation	  Of	  Client-­‐	  Provider	  Interaction	  
8	  	  Focus	  Group	  Discussion	  With	  Adolescents	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 3.5.2	  	   Developing	  Measures	  	  
The	  data	  collection	  modules	  were	  adapted	  from	  a	  number	  of	  sources	   including	  
previous	   studies	   and	   WHO	   publications	   (Adamchak,	   Bond,	   MacLaren,	   et	   al.,	   2000;	  
Nelson,	  MacLaren,	  &	  Magnani,	  2000;	  Senderowitz	  et	  al,	  2002;	  Dickson,	  Ashton	  &	  Smith,	  
2007)	   and	   revised	   to	   suit	   the	   needs	   of	   health	   facilities	   in	   Ghana.	   A	   concept	   testing	  
approach	   involving	   experts	   in	   the	   field	   of	   AFHS	   care	   delivery,	   measurement	   and	   the	  
Ministry	   of	   Health	  was	   used	   to	   review	   the	  modules	   for	   content,	   appropriateness	   and	  
parsimony	  while	  maintaining	  a	  minimal	  respondent	  burden	  (Ulmer,	  2010).	  	  
The	   final	   study	  modules	   developed	   via	   the	   above	   process	  were	   pre-­‐tested	   for	  
validity	  and	  reliability	  prior	  to	  them	  being	  used	  in	  the	  study	  population.	  	  
Quantitative	   or	   qualitative	   data	   was	   generated	   depending	   on	   the	   types	   of	  
response	   required	   by	   the	   data	   collection	   module.	   Quantitative	   data	   was	   generated	  
predominantly	  from	  all	  the	  modules	  with	  the	  exception	  of	  modules	  3	  and	  8,	  which	  were	  
mostly	  qualitative.	  The	  quantitative	  data	  collection	  modules	  consisted	  of	  questions	  with	  
either	  categorical	  or	  scale	  responses.	  	  
Qualitative	   interview	  guides	  were	  used	  with	   facility	   heads	   to	   elicit	   information	  
on	  how	  the	   institutions	  are	  managed	  as	  well	  as	  collect	  other	   relevant	   information	  not	  
available	   from	   quantitative	   methods.	   Qualitative	   interview	   guides	   for	   community	  
members	  and	  stakeholders	  included	  questions	  about	  how	  they	  got	  involved,	  their	  roles	  
in	  institution	  and	  community,	  community	  attitude	  towards	  services,	  and	  suggestions	  of	  
ways	  to	  make	  services	  better.	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 3.5.3	  	   Overview	  of	  Data	  Collection	  Modules	  
As	  shown	  in	  Table	  1,	  different	  data	  collection	  modules	  were	  used	  to	  measure	  the	  
study	   constructs.	   The	   modules	   were	   designed	   to	   collect	   data	   from	   varying	   sources,	  
including	   existing	   documents,	   visible	   infrastructure,	   reported	   activities	   of	   staff,	   direct	  
observation	  of	  practice,	  and	  opinion	  of	  persons	  outside	  the	  health	  facility.	  The	  modules	  
included	  the	  following:	  
1. Checklist	  of	  documents	  in	  the	  health	  facility	  
2. Checklist	  of	  infrastructure,	  equipment,	  supplies,	  other	  logistics	  
3. In-­‐depth	  interviews	  with	  managers	  or	  heads	  of	  AFHS	  units	  
4. Interview	  with	  clinical	  staff	  
5. Interview	  with	  non-­‐clinical	  staff	  
6. Interview	  with	  community	  link	  person	  or	  key	  informant	  
7. Direct	  observation	  of	  client-­‐	  provider	  interaction	  
8. Focus	  group	  discussion	  with	  adolescents	  
Each	  data	  collection	  module	  consisted	  of	  a	  number	  of	  categories	  that	  gathered	  
specific	  information	  with	  respect	  to	  adolescent	  friendly	  health	  service	  delivery.	  Each	  of	  
these	  categories	  contained	  sets	  of	  questions	  numbering	  between	  a	  minimum	  of	  two	  to	  
a	  maximum	  of	  nineteen.	  The	  questions	  had	  binary	  responses	  of	  yes/no	  or	  yes/	  no/	  not	  
applicable	  or	  not	  known	  and	  a	  Likert	  scale	  of	  zero	  to	  five.	  	  
 Module	  1	  
Module	   1	   was	   made	   up	   of	   18	   categories	   namely:	   introduction,	   organization	  
profile	   of	   the	   facility,	   profile	   of	   adolescents	   in	   the	   community,	   clinic	   service	   plan	   for	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adolescents,	  records	  of	  activities	  at	  the	  facility,	  documents	  on	  the	  rights	  of	  adolescents,	  
infection	   control	   protocols	   and	   guidelines,	   inventories	   or	   order	   forms	   for	   drugs,	  
inventories	  or	  order	   forms	   for	  other	   supplies	  and	   test-­‐kits,	   inventories	  or	  order	   forms	  
for	   equipment,	   infrastructural	  management	   logs,	   IEC	  material	   inventory/	   order	   forms,	  
guidelines/	   protocols	   for	   service	   provision	   under	   essential	   services	   package	   (ESP),	  
essential	  drug	  list	  (EDL),	  client	  register	  for	  clinic	  visits,	  referral	  system,	  staff	  training	  and	  
development,	  and	  ten	  clients	  files	  for	  review.	  	  
 Module	  2	  
Module	  2	  consisted	  of	  8	  categories,	   they	  were:	   introduction,	   facility	  policy	  and	  
practice	   guidelines	   relating	   to	   adolescents,	   physical	   environment	   of	   facility,	  
infrastructure	   of	   the	   facility,	   information	   education	   and	   counseling	   (IEC),	   drugs	  
necessary	  to	  provide	  care	  to	  the	  adolescent,	  supplies	  and	  test	  kits	  necessary	  to	  provide	  
care	  to	  the	  adolescent,	  and	  equipment	  necessary	  to	  provide	  care	  to	  the	  adolescent.	  
 Module	  3	  
Module	   3	   had	   15	   categories:	   introduction,	   general	   questions,	   physical	  
environment	   of	   the	   facility,	   institutional	   capacity	   building,	   institutional	   policy	   and	  
practice	   guidelines	   relating	   to	   adolescents,	   equipment	   necessary	   to	   provide	   care	   to	  
adolescents,	   drugs	   necessary	   to	   provide	   care	   to	   adolescents,	   supplies	   and	   test-­‐kits	  
necessary	   to	  provide	   care	   to	  adolescents,	   information	  education	  and	   counseling	   (IEC),	  
appropriate	   adolescent	   health	   services,	   management	   information	   systems	   (MIS),	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mechanisms/	   systems	   to	  monitor	  quality	  of	   care,	   care	  delivery	  and	  continuity	  of	   care,	  
adherence	  to	  AFHS	  policy	  and	  practice	  guidelines,	  and	  miscellaneous.	  	  
 Module	  4	  
Module	   4	   was	   made	   up	   of	   14	   categories:	   introduction,	   general	   questions,	  
physical	   environment	  of	   facility,	   institutional	   capacity	  building,	   institutional	   policy	   and	  
practice	   guidelines	   relating	   to	   adolescents,	   equipment	   necessary	   to	   provide	   care	   to	  
adolescents,	   drugs	   necessary	   to	   provide	   care	   to	   adolescents,	   supplies	   and	   test-­‐kits	  
necessary	   to	  provide	   care	   to	  adolescents,	   information	  education	  and	   counseling	   (IEC),	  
appropriate	   adolescent	   health	   services,	  management	   information	   systems	   (MIS),	   care	  
delivery	  and	  continuity	  of	  care,	  adherence	  to	  AFHS	  policy	  and	  practice	  guidelines,	  and	  
miscellaneous.	  
 Module	  5	  
Module	   5	   consisted	   of	   9	   categories:	   introduction,	   general	   questions,	   physical	  
environment	   of	   facility,	   institutional	   capacity	   building,	   facility	   policy	   and	   practice	  
guidelines	  relating	  to	  adolescents,	  appropriate	  adolescent	  health	  services,	  management	  
information	  systems,	  adherence	  to	  AFHS	  policies,	  and	  miscellaneous.	  
 Module	  6	  
Module	   6	   had	   9	   categories:	   	   introduction,	   general	   questions,	   physical	  
environment	   of	   facility,	   infrastructure	   of	   the	   facility,	   information	   education	   and	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counseling,	  appropriate	  health	  services,	  management	  information	  services,	  care	  delivery	  
and	  continuity	  of	  care	  to	  adolescents,	  and	  miscellaneous.	  	  
 Module	  7	  
Module	  7	  had	  8	  categories:	  introduction,	  service	  accessed	  by	  client,	  appropriate	  
adolescent	   care,	   physical	   environment	   of	   facility,	   staff	   training/	   institutional	   capacity	  
building,	  AFHS	  policies	  available	  and	  applied	  in	  practice,	  care	  delivery	  and	  continuity	  of	  
care,	  and	  adherence	  to	  policies	  and	  practices	  of	  AFHS.	  
 Module	  8	  
Module	   8	   had	   10	   open-­‐ended	   questions	   about	   definition	   of	   AFHS,	   services	  
provided,	   adolescent	   awareness	   of	   services,	   level	   of	   participation	   in	   AFHS	   activities,	  
availability	  and	  clarity	  of	  information	  about	  AFHS,	  facility	  environment,	  staff	  interactions	  
with	  adolescent,	  payment	  methods,	  and	  evaluation	  of	  services	  provided.	  	  
See	  Appendix	  A	  to	  view	  the	  data	  collection	  modules.	  
 3.5.4	  	   Training	  and	  Supervision	  of	  Data	  Collectors	  
Four	   research	   assistants	   were	   recruited	   for	   the	   study	   to	   assist	   with	   data	  
collection	  and	  entry.	  The	  research	  assistants	  were	  graduates	  from	  a	  local	  university	  with	  
knowledge	   of	   social	   science	   research	   methods.	   Prior	   to	   data	   collection	   the	   research	  
assistants	   completed	   training	  on	   the	  modules	   they	  would	  be	  using,	   as	  well	   as	  how	   to	  
approach	  study	  subjects.	  The	  research	  assistants	  were	  educated	  about	  the	  importance	  
and	  ethical	   implications	  of	   confidentiality	   in	   their	  work	  with	   the	  study	  participants.	  At	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the	  end	  of	  each	  working	  day,	  there	  was	  a	  meeting	  to	  discuss	  the	  day’s	  activities	  to	  share	  
information	  on	  experiences	  as	  well	  as	  to	  correct	  any	  deficiencies	  in	  the	  data	  collection	  
process.	   Any	   problems	   identified	   in	   the	   field	   were	   addressed	   at	   such	   meetings.	   The	  
principal	  investigator	  attended	  all	  field	  operations	  meetings.	  	  
 3.5.5	  	   Rationale	  -­‐	  Strength	  in	  Minimizing	  Measurement	  Bias	  
The	   measurement	   methods	   were	   chosen	   to	   result	   in	   maximum	   collation	   of	  
relevant	  information	  on	  the	  effects	  of	  the	  AFHS	  intervention	  on	  care	  delivery	  in	  health	  
institutions.	   Information	  was	  collected	  from	  multiple	  sources	  to	  give	  a	  broader	  picture	  
of	  adherence	  to	  AFHS	  concepts,	  obstacles	  faced	  in	  implementation	  and	  measures	  taken	  
to	   overcome	   the	   obstacles	   (Kimberly	   &	   Cook,	   2008).	   At	   each	   institution,	   there	  was	   a	  
round	  of	  interviews	  with	  all	  eligible	  study	  subjects	  using	  the	  appropriate	  data	  collection	  
modules.	  All	   interviews	  were	   in	  person,	  as	   face-­‐to-­‐face	   interactions	  enhance	  both	   the	  
quality	  of	  the	  data	  and	  response	  rates.	  	  
 3.6	  	   Data	  Management	  and	  Analysis	  Methods	  
 3.6.1	  	   Data	  Storage	  and	  Security	  
Quantitative	   information	   was	   collected	   from	   each	   study	   subject	   on	   a	   printed	  
sheet	  bearing	  identification	  codes	  that	  did	  not	  disclose	  the	  identity	  of	  the	  study	  subject.	  
At	   the	   end	   of	   each	   data	   collection	   day,	   all	   information	   collected	   was	   verified	   for	  
accuracy,	   consistency,	   missing	   values,	   and	   possible	   corrective	   measures	   were	   taken.	  
Qualitative	   information	   was	   collected	   with	   electronic	   voice	   recorders,	   backed	   up	   by	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notes.	  The	  documents	  and	  electronic	  records	  were	  stored	  in	  a	  safe	  locked	  location	  by	  a	  
nominated	  study	  team	  member.	  The	  co-­‐	  investigator	  constantly	  monitored	  the	  safety	  of	  
data	  collected.	  
 3.6.2	  	   Entering,	  Verifying,	  and	  Documenting	  Data	  
SPSS	  20	  statistical	  software	  was	  used	  for	  data	  entry	  and	  analysis	  of	  quantitative	  
data.	  Qualitative	  data	  was	  analyzed	  using	  thematic	  analysis	  procedures.	  	  
 3.6.3	  	   Organizing	  Data	  for	  Analysis	  
Variables	   from	   each	   module	   were	   grouped	   into	   categories	   related	   to	  
organizational	   characteristics	   of	   health	   facilities,	   AFHS	   implementation	   characteristics,	  
and	  barriers	  and	  facilitators	  of	  AFHS.	  	  
 Organizational	  Characteristics	  
Four	   organizational	   characteristics	   were	   identified	   from	   the	   literature.	   These	  
were	   administrative	   activities,	   clinical	   care	   infrastructure,	   logistics	   monitoring,	   and	  
capacity	  building.	  These	  were	  quantitative	  variables.	  	  
 Implementation	  characteristics	  of	  AFHS	  
The	   five	   characteristics	   of	   AFHS	   implementation	   (equity,	   accessibility,	  
acceptability,	   appropriateness	   and	   effectiveness)	   were	   identified	   from	   the	   data	  
collected.	  These	  were	  quantitative	  variables.	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 Barriers	  and	  facilitators	  of	  AFHS	  
These	   included	   information	   on	   factors	   inhibiting	   or	   facilitating	   AFHS	  
implementation	   as	   well	   as	   suggestions	   made	   by	   study	   participants	   to	   improve	   the	  
implementation	   process.	   These	   were	   qualitative	   variables	   obtained	   from	   focus	   group	  
discussions	  with	   adolescents;	   in-­‐depth	   interviews	  with	   care	   providers	   and	   community	  
representatives	  and	  observations	  made	  in	  the	  course	  of	  data	  collection.	  	  
 3.6.4	   Creation	  of	  Organizational	  and	  AFHS	  Implementation	  Scores	  
From	  the	  merged	  dataset,	  mean	  scores	  were	  created	  for	  the	  four	  organizational	  
characteristics	   and	   the	   five	   AFHS	   implementation	   characteristics.	   Averaging	   the	   five	  
implementation	   characteristics’	   scores	   also	   created	   an	   overall	   AFHS	   implementation	  
score.	  	  
The	   four	   organizational	   characteristics	   included	   Administrative,	   Clinical	   Care	  
Infrastructure,	   Logistics	   Monitoring,	   and	   Capacity	   Building.	   Key	   organizational	   factors	  
related	   to	   systems	   transformation	  were	  developed	   through	  a	   review	  of	   the	   literature;	  
the	  four	  characteristics	  created	  were	  key	  factors	  that	  varied	  across	  facilities.2	  
The	   five	   implementation	   characteristics	   included	   Equity,	   Accessibility,	  
Acceptability,	   Appropriateness	   and	   Effectiveness.	   These	   characteristics	   are	   the	   five	  
pillars	  of	  AFHS,	  as	  defined	  in	  the	  literature.	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
2	  A	  number	  of	  organizational	   factors	   related	  to	  systems	  change	  were	   identical	  or	  similar	  across	  
facilities,	  so	  were	  not	  included	  in	  the	  analytic	  dataset,	  but	  used	  to	  describe	  the	  sample	  (see	  section	  4.1)	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See	  Appendix	  B	  for	  details	  of	  the	  variables	  comprising	  each	  of	  the	  organizational	  
characteristics	  and	  implementation	  characteristics.	  	  
 3.6.5	   Analysis	  Plan	  	  
 Quantitative	  Analysis	  
Descriptive	   analytic	   methods	   generating	   means,	   medians	   (used	   for	   skewed	  
variables),	  standard	  deviations,	  histograms	  and	  distribution	  curves	  were	  used	  to	  identify	  
the	   distribution	   of	   continuous	   variables.	   Unpaired	   t-­‐tests,	   Mann-­‐Whitney	   U	   tests,	  
Pearson’s	   correlation	   tests	   and	   Spearman's	   rho	   (for	   skewed	   variables)	   were	   used	   for	  
bivariate	  analysis	  between	  early	  and	  late	  adopters.	  	  
 Qualitative	  Analysis	  
Qualitative	   interviews	   and	   FGD	  were	   transcribed.	   The	   transcribed	   scripts	  were	  
read	  over	  a	  number	  of	  times	  and	  information	  from	  them	  pooled	  into	  the	  various	  themes	  
addressing	  AFHS	  service	  delivery.	  In	  the	  process	  of	  data	  collection	  and	  analysis	  a	  memo	  
was	  kept	  of	   the	  various	  steps	  and	  processes	  explaining	   the	  decision	  making	  processes	  
that	  led	  to	  the	  final	  product.	  The	  quality	  of	  analysis	  of	  qualitative	  data	  was	  based	  on	  the	  
criteria	  of	  credibility,	  transferability,	  confirmability	  and	  prolonged	  engagement	  (Richards	  
&	  Morse,	  2007).	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 3.7	  	   Ethical	  Issues	  
 3.7.1	  	   Risks	  and	  Benefits	  
The	  aim	  of	  the	  current	  study	  is	  to	  improve	  health	  care	  delivery	  to	  the	  adolescent	  
population	   by	   identifying	   and	   building	   upon	   the	   benefits	   of	   AFHS	   implementation	   in	  
health	   institutions	   and	   their	   communities.	   Study	  participants	   and	  all	   those	   relevant	   in	  
the	   study	   process	   received	   information	   on	   the	   aims	   and	   objectives	   of	   the	   study.	   The	  
study	   does	   not	   seek	   to	   criticize	   any	   of	   the	   implementing	   institutions	   or	   staff,	   but	   to	  
identify	   ways	   of	   making	   their	   service	   delivery	   more	   relevant	   to	   their	   clients	   and	  
communities	   with	   their	   active	   participation.	   This	   was	   made	   clear	   to	   allay	   any	   fears	  
respondents	  had	  that	  the	  information	  they	  provided	  could	  be	  used	  against	  them	  or	  their	  
facility.	   It	  was	  made	  clear	   to	   study	  participants	   that	   the	   study	  outcomes	  will	   facilitate	  
change	  not	  only	  within	   the	   institutions	   involved	   in	   the	   study,	  but	   in	  other	   institutions	  
near	  and	  far	  and	  bring	  change	  to	  the	   lives	  of	  many.	  The	  time	  spent	  on	  each	   interview	  
was	  assessed	  during	   the	  pre-­‐testing	  period	  and	  this	  was	  shared	  with	  each	  respondent	  
before	  the	  respondent	  consented	  to	  be	  interviewed.	  The	  role	  of	  the	  study	  participants	  
was	   appropriately	   acknowledged	   during	   interactions	   with	   them	   and	   will	   be	  
acknowledged	  in	  the	  information	  dissemination	  period.	  	  
 3.7.2	  	   Informed	  Consent	  
Community	  entry	  procedures	  were	  used	  to	  inform	  opinion	  leaders	  and	  members	  
of	   the	   communities	   involved	   in	   the	   study.	   The	   study	   focused	   on	   the	   staff	   of	   health	  
institutions	   as	   well	   as	   stakeholders	   such	   as	   community	   members	   partaking	   in	   the	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activities	  of	  the	  institution	  and	  a	  cross-­‐section	  of	  adolescents	  who	  had	  any	  interactions	  
with	  the	  health	  facilities.	  All	  study	  participants	  were	  adequately	  and	  thoroughly	  briefed	  
of	  the	  aims	  and	  objectives	  of	  the	  study.	  They	  were	  also	  educated	  about	  the	  benefits	  of	  
the	  study	  to	  them,	  their	  institution/community	  and	  the	  health	  care	  system	  as	  a	  whole.	  
Inconveniences,	   including	  time	  spent	  on	  the	  study,	  were	  made	  explicitly	  clear	  to	  study	  
participants,	   in	   order	   for	   each	  participant	   to	   decide	  whether	   or	   not	   to	   be	   part	   of	   the	  
study.	   Potential	   participants	  were	   informed	   that	   non-­‐participation	   in	   the	   study	  would	  
have	   no	   adverse	   consequences	   for	   them,	   their	   family	   or	   their	   community.	   It	   was	  
emphasized	  that	  each	  individual	  had	  the	  right	  to	  choose	  to	  not	  participate	  in	  the	  study,	  
and	   those	   choices	   would	   be	   respected	   and	   their	   reservation	   noted.	   All	  
staff/stakeholders	  taking	  part	   in	  the	  study	  endorsed	  2	  written	  informed	  consent	  forms	  
documenting	   that	   all	   information	   was	   provided	   to	   them	   as	   well	   as	   the	   addresses	   of	  
persons	  they	  could	  contact	  for	  extra	  information	  should	  there	  be	  the	  need.	  
 3.7.3	  	   Confidentiality	  
The	  confidentiality	  of	  persons	  providing	  information	  was	  strictly	  preserved.	  The	  
interview	  and	  FGD	  documents	  had	  no	  personal	  identification	  details	  and	  have	  been	  kept	  
safe	  and	  locked	  away	  from	  the	  public.	  	  
 3.7.4	  	   Level	  of	  Review	  
This	  study	  involved	  a	  review	  of	  secondary	  data	  and	  primary	  data	  collection	  from	  
subjects	   some	  of	  whom	  are	  below	  18	  years	  of	  age.	  No	  harm,	  be	   it	  physical	  or	  mental	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was	  anticipated	  to	  the	  study	  participants	  in	  the	  course	  of	  the	  study.	  The	  study	  received	  
approval	  in	  March	  2012,	  with	  approval	  renewed	  in	  March	  2013.	  	  
See	   Appendix	   C	   for	   the	   initial	   IRB	   approval	   documents	   (March	   2012)	   and	   the	  
annual	  approval	  (March	  2013).	  
 3.8	  	   Handling	  Barriers	  to	  Conducting	  Research	  	  
The	   first	   and	   foremost	   barrier	  was	   funding.	   This	  was	   quite	   an	   extensive	   study	  
involving	   several	   communities;	   there	   was	   a	   great	   deal	   of	   travelling	   and	   research	  
assistants	   were	   recruited	   to	   help	   with	   data	   collection.	   I	   applied	   for	   a	   number	   of	  
fellowships,	  and	  worked	  as	  a	  research	  assistant,	  to	  offset	  the	  costs.	  
Data	   collection	   from	   communities	   can	   be	   very	   complex,	   especially	   when	  
someone	   from	   outside	   the	   community	   is	   doing	   data	   gathering.	   Potential	   participants	  
were	  suspicious	  about	  how	  I	  would	  be	  using	  the	  information.	  In	  order	  to	  allay	  the	  fears	  
of	   the	  communities	   in	  which	   I	  was	  working,	   I	  partnered	  with	  the	  Program	  Manager	  of	  
ADHD	   programs	   of	   the	   GHS,	   who	   facilitated	   the	   meetings	   with	   the	   various	   District	  
Directors	  of	  Health	  Services	  as	  well	  as	  the	  staff	  of	  institutions	  in	  which	  I	  was	  working.	  I	  
used	   appropriate	   community	   entry	   mechanisms,	   and	   took	   care	   to	   involve	   the	  
institutional	  staff	  in	  the	  study,	  so	  they	  could	  appreciate	  its	  usefulness	  and	  could	  discern	  
that	  there	  could	  be	  direct	  benefits	  to	  their	  day	  to	  day	  activities.	  




CHAPTER	  IV:	  RESULTS	  	  
 4.1	   Description	  of	  the	  Sample	  
 4.1.1	   Characteristics	  of	  the	  Participating	  Health	  Centers	  	  
The	  health	   facilities	   included	   in	  this	  study	  are	  made	  of	  14	  health	  centers	  and	  a	  
district	   hospital.	   These	   health	   facilities	   are	   located	   in	   the	   Akwapim	   North	   and	   South	  
Districts	   of	   the	   Eastern	   Region	   of	   Ghana.	   Eight	   (8)	   of	   the	   health	   centers	   are	   in	   the	  
Akwapim	  North	  District,	  which	  is	  considered	  to	  be	  where	  the	  AFHS	  concept	  was	  initiated	  
and	  6	  together	  with	  the	  district	  hospital	  are	  in	  the	  Akwapim	  South	  District,	  which	  is	  yet	  
to	  begin	  the	  uptake	  of	  the	  concept.	  The	  health	  facilities	  which	  have	  received	  intensive	  
training	   and	   have	   been	   working	   over	   a	   sustained	   period	   to	   transform	   their	   facility	  
towards	  AFHS	  are	  referred	  to	  in	  the	  course	  of	  the	  thesis	  as	  early	  adopters	  and	  those	  that	  
have	   not	   received	   any	   intensive	   training	   and	   are	   "lagging	   behind"	   in	   AFHS	  
implementation	   are	   the	   late	   adopters.	   Four	   of	   the	   health	   centers	   and	   the	   district	  
hospital	  are	  located	  in	  communities	  considered	  to	  be	  urban,	  while	  the	  rest	  are	  located	  
in	  rural	  communities.	  Three	  out	  of	  the	  four	  urban	  health	  centres	  and	  the	  district	  hospital	  
are	  in	  the	  Akwapim	  South	  district.	  	  
Staffs	   working	   at	   the	   facilities	   are	   usually	   posted	   there	   from	   the	   National,	  
Regional	  or	  District	  health	  administration.	  At	  the	   level	  of	  the	  health	  centers,	   there	  are	  
generally	   health	   management	   teams	   that	   manage	   the	   facilities.	   Some	   of	   the	   health	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centers,	   but	   not	   all	   have	   health	   committees,	  which	   comprise	   of	   community	  members	  
and	   health	   facility	   staff.	   Such	   health	   committees	   do	   not	   manage	   the	   centers,	   but	  
augment	  their	  function	  and	  serve	  as	  a	  means	  of	  getting	  the	  community	  to	  participate	  in	  
the	   running	   of	   the	   facility.	   Community	   participation	   in	   the	   activities	   of	   health	   centers	  
could	   be	   in	   the	   form	  of	   support	   to	   clean	   up	   the	   facility	   from	   time	   to	   time,	   help	  with	  
providing	   infrastructure	  and	  other	   support	  activities	  at	   the	  health	   facility.	  The	   level	  of	  
community	  participation	  varies	  from	  health	  facility	  to	  health	  facility.	  The	  district	  health	  
management	   team	   (DHMT)	   headed	   by	   the	   district	   director	   of	   health	   services	   (DDHS)	  
supervises	  the	  activities	  of	  the	  health	  centers.	  	  
The	   staffs	   are	  usually	  organized	   into	  divisions	  of	   the	   facility	   such	  as	  maternity,	  
outpatient,	   in	   patients,	   public	   health,	   etc.	   units,	   but	   due	   to	   staff	   constraints	  most	   of	  
them	  work	   across	   divisions	   supporting	   whatever	   unit	   may	   require	   their	   services	   at	   a	  
particular	  time.	  	  
The	   health	   centers	   have	   differentiated	   spaces	   such	   as	   the	   out-­‐patient	  
departments,	  consulting	   rooms,	  maternity	  wards,	   in-­‐patient	   lying	  wards,	  waiting	  areas	  
and	  others.	  There	  is	  however	  a	  general	  constraint	  in	  amount	  of	  space	  available	  for	  work	  
at	  the	  facility	  as	  was	  expressed	  by	  some	  of	  the	  staff	  interviewed.	  	  
Most	  heads	  of	  facilities	  interviewed	  in	  the	  course	  of	  the	  study	  hinted	  that	  their	  
equipment,	  drugs	  and	  supplies	  were	  ordered	  for	  and	  received	  from	  the	  district	  medical	  
stores	   (DMS)/	   regional	   medical	   stores	   (RMS)	   of	   their	   district/	   region.	   Such	   materials	  
were	  mostly	  paid	  for	  with	  revenue	  generated	  from	  the	  activities	  of	  the	  health	  facilities	  
i.e.	  their	  internally	  generated	  funds	  (IGF).	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Most	   of	   the	   health	   centers	   manually	   analyze	   their	   data	   generated	   from	   care	  
provision	  though	  a	  few	  had	  some	  form	  of	  computerization,	  a	  lot	  was	  still	  done	  manually.	  
Reports	   made	   monthly	   to	   the	   district	   health	   administrations	   were	   usually	   done	  
manually.	  	  
The	   manpower	   needs	   of	   the	   health	   centers	   are	   provided	   by	   a	   cadre	   of	   staff	  
headed	   predominantly	   by	   either	   physician	   assistants	   or	   midwives.	   The	   staffs	   are	  
categorized	  into	  clinical	  and	  nonclinical	  staff.	  Clinical	  staffs	  include	  physician	  assistants,	  
midwives,	   staff	   nurses,	   enrolled	   nurses,	   community	   health	   nurses	   (CHNs),	   field	  
technicians	   (FT),	   medicine	   contact	   assistants,	   and	   dispensers.	   The	   nonclinical	   staffs	  
include	   health	   extension	  workers	   (HEW),	   typists,	   accounts	   officers,	   health	   promoters,	  
orderly,	  security,	  statistician,	  pharmacy	  assistant,	  and	  health	  aides.	  	  
Some	   health	   facilities	   had	   some	   forms	   of	   policies	   with	   respect	   to	   care	   for	  
adolescents	   such	   as	   posters	   as	   to	   how	   staff	   should	   relate	   to	   adolescents	   and	   their	  
(adolescents')	   expectations	   of	   health	   care	   staff.	   On	   the	   whole,	   the	   essential	   services	  
package	  (ESP)	  was	  not	  available	  at	  all	  the	  facilities	  we	  visited.	  
 4.1.2	   Distribution	  of	  Facilities	  and	  Respondents	  
Below	  is	  the	   list	  of	  health	  facilities	  and	  the	  various	  samples	  used	  for	  the	  study.	  
Significant	  shortfalls	  were	  seen	  with	  respect	   to	  community	  representatives	   (they	  were	  
living	   in	   the	   community	   and	   we	   could	   not	   meet	   some	   of	   them	   after	   2	   visits)	   and	  
observed	  adolescents	  (not	  all	  care	  providers	  were	  caring	  for	  adolescents	  on	  our	  visits,	  as	  




Table	  2:	  Sample	  Distribution	  (Expected	  and	  Achieved)	  	  
Characteristics	  	  
Early	  Adopters	   Late	  Adopters	   Total	  
Expected	  	   Achieved	  (%)	   Expected	  	   Achieved	  (%)	   Expected	  	   Achieved	  (%)	  
*Health	  facility	   9	   8	  (89)	   7	   7	  (100)	   16	   15	  (94)	  
Checklist	  (Doc)	   8	   8	  (100)	   6	   6	  (100)	   14	   14	  (100)	  
Checklist	  
(Logistics)	   8	   8	  (100)	   6	   6	  (100)	   14	   14	  (100)	  
Facility	  Head	   4	   3	  (75)	   4	   4	  (100)	   8	   7	  (88)	  
Clinical	  Staff	   39	   34	  (87)	   28	   28	  (100)	   67	   62	  (93)	  
Non-­‐Clinical	  
Staff	   35	   29	  (83)	   26	   16	  (62)	   61	   45	  (74)	  
Community	  
Representatives	   8	   4	  (50)	   6	   5	  (83)	   14	   9	  (64)	  
Observed	  
Adolescents	   39	   17	  (44)	   28	   18	  (64)	   67	   35	  (52)	  
*	  Only	  the	  in-­‐charges	  of	  the	  AFHS	  units	  of	  the	  district	  hospitals	  were	  to	  be	  interviewed,	  
as	  such	  the	  number	  of	  clinics	  fell	  short	  in	  the	  quantitative	  data	  by	  two	  (2).	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 4.2	   Descriptive	  Statistics	  	  
 4.2.1	   Organizational	  Characteristics	  	  
Table	   3	   shows	   the	   four	   (4)	   organizational	   characteristics	   assessed	   over	   the	  
course	   of	   the	   study.	   Among	   the	   characteristics,	   logistic	  monitoring	   was	   derived	   from	  
non-­‐normally	  distributed	  variables,	  whereas	  administrative,	  clinical	  care	   infrastructure,	  
and	  capacity	  building,	  were	  from	  normally	  distributed	  variables.	  	  
	  






Organizational	  profile	  of	  facility	  	  
Staff	  list	  	  
Clinical	  Care	  Infrastructure	  
Score	  	  
Records	  of	  activities	  of	  the	  facility	  	  
Infection	  prevention	  protocols/	  guidelines	  
Infection	  Prevention	  	  
Physical	  Environment	  of	  the	  Facility	  	  
Infrastructure	  at	  the	  facility	  	  
Equipment	  necessary	  to	  provide	  care	  	  
Drugs	  necessary	  to	  provide	  care	  	  
Supplies	  and	  Test	  Kits	  Necessary	  to	  Provide	  Care	  	  
Supplies	  and	  test-­‐kits	  necessary	  to	  provide	  care	  	  
Logistics	  Monitoring	  	  Score	   Inventories/order	  forms	  for	  drugs	  	  
Inventories/order	  forms	  for	  other	  supplies	  and	  
test-­‐kits	  	  
Inventories/order	  forms	  for	  equipment	  	  
Infrastructural	  management	  logs	  	  
Essential	  drug	  list	  	  







Table	  4	  shows	  the	  descriptive	  statistics	  for	  the	  organizational	  characteristics.	  
	  
Table	  4:	  Descriptive	  Statistics	  of	  Organizational	  Characteristics	  Scores	  	  




Score	   14	   0.77	   0.19	   0.88	  (0.05)	  
Clinical	  Care	  Infrastructure	  
Score	  	   14	   0.80	   0.07	   0.97	  (0.92)	  
Logistics	  Monitoring	  	  Score	   14	   0.69*	   0.15**	   0.76	  (<0.01)	  
Capacity	  Building	  Score	   14	   2.03	   1.04	   0.88	  (0.06)	  
*Median	  =	  0.80;	  **	  Range	  =	  0.40	  (0.40	  -­‐	  0.80)	  
	  
Further	  details	  of	  each	  characteristic	  together	  with	  their	  distribution	  tables	  and	  
graphs	  are	  in	  Appendix	  D.	  	  
 4.2.2	   AFHS	  Implementation	  	  
Table	  5	  shows	  the	  five	  (5)	  AFHS	  implementation	  characteristics	  assessed	  over	  the	  













Documents	  on	  rights	  (including	  SRH)	  of	  adolescents	  	  
Institutional	  Policy/	  Practice	  Guidelines	  Relating	  to	  Adolescents	  	  
Staff	  relating	  to	  adolescents	  	  
Accessibility	  	  
Score	  
AFHS	  Promotion	  	  
Community	  needs	  assessment	  	  
Rating	  of	  service	  delivery	  	  
Cost	  of	  care	  	  
Acceptability	  
Score	  
Physical	  Environment	  of	  the	  Facility	  	  
Infrastructure	  of	  the	  Facility	  	  
Staff	  interactions	  	  
Clinical	  interaction	  	  
Referral	  system	  	  
Information	  Education	  and	  Counseling	  	  
Appropriateness	  
Score	  
Clinic	  service	  plan	  for	  adolescents	  	  
IEC	  material	  inventory/order	  forms	  	  
Quality	  Assurance	  	  
Adherence	  to	  AFHS	  policies	  and	  guidelines	  	  
Inhibiting	  adherence	  	  
Effectiveness	  
Score	  
Clinical	  records	  of	  visits	  from	  register	  	  
Clinical	  records	  of	  visit	  from	  ten	  client	  files	  for	  review	  
Essential	  Services	  Package	  Implementation	  	  
Guidelines/protocols	  for	  service	  provision	  under	  ESPs	  	  
Data	  for	  service	  delivery	  	  
Management	  information	  services	  	  
Clinical	  care	  	  
Clinical	  history	  	  














Table	  6	  shows	  the	  descriptive	  statistics	  for	  the	  AFHS	  Implementation	  Scores.	  	  
Table	  6:	  Descriptive	  Statistics	  of	  AFHS	  Implementation	  Scores	  	  
Characteristic	  	   Total	  (N)	   Mean	  (X)	   Standard	  deviation	  
Shapiro-­‐	  Wilk	  
(Significance)	  
Equity	  	   14	   0.62	   0.17	   0.94	  (0.46)	  
Accessibility	  	  	   14	   0.52	   0.12	   0.90	  (0.11)	  
Acceptability	  	   14	   0.85	   0.06	   0.98	  (0.96)	  
Appropriateness	  	   14	   0.43	   0.11	   0.92	  (0.24)	  
Effectiveness	   14	   0.35	   0.11	   0.96	  (0.80)	  
Overall	  AFHS	  implementation	   14	   0.62	   0.09	   0.96	  (0.94)	  
	  
Further	  details	  of	  each	  characteristic	  together	  with	  their	  distribution	  tables	  and	  
graphs	  are	  in	  Appendix	  D.	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4.3	   Characterizing	  Implementation	  
 4.3.1	   Implementation	  for	  Early	  and	  Late	  Adopters	  	  
The	  mean	  values	  were	  highest	   for	   the	  early	   in	  comparison	   to	   those	  of	   the	   late	  
adopters	  across	  all	  the	  implementation	  characteristics.	  	  
The	  outcome	  of	  independent	  sample	  t-­‐tests	  showed	  that	  there	  were	  statistically	  
significant	  differences	  in	  the	  mean	  scores	  for	  equity,	  appropriateness,	  effectiveness	  and	  
overall	  AFHS	  implementation.	  However	  statistically	  significant	  differences	  in	  mean	  were	  
not	   observed	   for	   accessibility	   and	   acceptability	   of	   AFHS	   services.	   The	   t-­‐tests	   were	  
interpreted	   with	   an	   initial	   interpretation	   of	   variances	   between	   the	   means	   of	   each	  
characteristic	  being	  equal.	  Table	  7	  shows	  the	  results	  of	  the	  t-­‐tests.	  
Table	  7:	  Mean	  Differences	  in	  Implementation	  by	  Adoption	  Status	  	  








Early	  	   8	   0.74	   0.10	   -­‐	  4.83	  
(<0.001)*	  Late	  	   6	   0.47	   0.11	  
Accessibility	  	  	  
Early	  	   8	   0.58	   0.09	  
-­‐	  2.03	  (0.065)	  
Late	  	   6	   0.45	   0.13	  
Acceptability	  	  
Early	  	   8	   0.87	   0.06	  
-­‐	  1.50	  (0.159)	  
Late	   6	   0.82	   0.07	  
Appropriateness	  	  
Early	  	   8	   0.50	   0.09	   -­‐	  2.84	  
(0.015)*	  Late	  	   6	   0.36	   0.09	  
Effectiveness	  
Early	  	   8	   0.70	   0.10	   -­‐	  2.35	  
(0.038)*	  Late	  	   6	   0.58	   0.08	  
Overall	  AFHS	  
implementation	  
Early	  	   8	   0.67	   0.06	   -­‐	  4.35	  
(0.001)*	  Late	  	   6	   0.54	   0.06	  




 4.3.2	   Implementation	  for	  Urban	  and	  Rural	  Health	  Facilities	  	  
No	   statistically	   significant	   differences	   were	   found	   among	   the	   means	   of	   AFHS	  
implementation	   with	   respect	   to	   the	   health	   facility	   being	   in	   an	   urban	   or	   rural	   area.	  
Location	  of	  the	  health	  facility	  did	  not	  appear	  to	  effect	  either	  overall	  implementation	  or	  
the	   5	   AFHS	   implementation	   scores.	   The	   t-­‐tests	   were	   interpreted	   with	   an	   initial	  
interpretation	  of	  variances	  between	  the	  means	  of	  each	  characteristic	  being	  either	  equal	  
or	  unequal.	  With	  the	  exception	  of	  effectiveness,	  where	  the	  t-­‐value	  was	  interpreted	  for	  
unequal	  variances,	  all	  the	  other	  t-­‐values	  were	  based	  on	  assumed	  equal	  variances.	  Table	  
8	  shows	  the	  results	  of	  the	  t-­‐tests.	  
Table	  8:	  Mean	  Differences	  in	  Implementation	  by	  Location	  	  	  








Urban	  	   4	   0.57	   0.16	  
0.70	  (0.497)	  
Rural	  	   10	   0.64	   0.18	  
Accessibility	  	  	  
Urban	  	   4	   0.53	   0.07	  
-­‐0.20	  (0.843)	  
Rural	  	   10	   0.52	   0.14	  
Acceptability	  	  
Urban	  	   4	   0.81	   0.10	  
1.27	  (0.230)	  
Rural	  	   10	   0.86	   0.05	  
Appropriateness	  	  
Urban	  	   4	   0.43	   0.10	  
0.13	  (0.900)	  
Rural	  	   10	   0.44	   0.12	  
Effectiveness	  
Urban	  	   4	   0.61	   0.02	  
1.19	  (0.264)	  
Rural	  	   10	   0.66	   0.13	  
Overall	  AFHS	  
implementation	  
Urban	  	   4	   0.59	   0.07	  
0.60	  (0.559)	  
Rural	  	   10	   0.62	   0.10	  





 4.4	   Organizational	  Characteristics	  and	  AFHS	  Implementation	  
Table	   9	   shows	   the	   results	   of	   bivariate	   analysis	   of	   the	   characteristics	   of	   AFHS	  
implementation	   and	   those	   of	   organizational	   functioning.	   All	   five	   (5)	   characteristics	   of	  
AFHS	   implementation	   and	  overall	   AFHS	   implementation	   are	   continuous	   in	   nature	   and	  
were	  derived	  from	  normally	  distributed	  variables,	  as	  such	  for	  the	  bivariate	  analysis	  the	  
outcomes	   considered	   were	   those	   of	   the	   Pearson	   Correlation.	   However	   logistic	  
monitoring	   under	   organizational	   characteristics	   was	   from	   non-­‐normally	   distributed	  
variables,	   as	   such	   Spearman's	   rho	  was	   used	   for	   its	   bivariate	   analysis.	   For	   each	   of	   the	  
AFHS	  implementation	  characteristics,	  the	  following	  correlations	  were	  observed	  with	  the	  
corresponding	  organizational	  characteristics:	  	  
i. Accessibility	   had	   no	   significant	   correlation	   with	   any	   of	   the	   organizational	  
characteristics.	  
ii. Acceptability	   showed	   no	   significant	   correlations	   with	   the	   organizational	  
characteristics.	  	  
iii. Appropriateness	   had	   significant	   correlations	   with	   service	   delivery,	   and	   logistic	  
monitoring.	  
iv. Effectiveness	   was	   significantly	   correlated	   to	   service	   delivery,	   and	   capacity	  
building.	  


















Equity	  	   -­‐	  0.26	  (0.37)	   0.48	  (0.08)	   0.16	  (0.58)	  ᵻ	   0.21	  (0.47)	  
Accessibility	  	  	   -­‐	  0.29	  (0.32)	   0.53	  (0.05)	   0.48	  (0.08)	  ᵻ	   0.53	  (0.05)	  
Acceptability	  	   -­‐	  0.49	  (0.08)	   0.42	  (0.14)	   0.03	  (0.91)	  ᵻ	   0.30	  (0.29)	  
Appropriateness	  	   -­‐	  0.03	  (0.91)	   0.72**	  (0.00)	   0.59*	  (0.03)	  ᵻ	   0.32	  (0.26)	  
Effectiveness	   0.21	  (0.48)	   0.71**	  (0.01)	   0.20	  (0.51)	  ᵻ	   0.64*	  (0.02)	  
Overall	  AFHS	  
implementation	   -­‐	  0.20	  (0.49)	   0.72**	  (0.00)	   0.36	  (0.21)
	  ᵻ	   0.49	  (0.08)	  
*Correlation	  is	  significant	  at	  the	  0.05	  level	  (2-­‐	  tailed)	  
**Correlation	  is	  significant	  at	  the	  0.01	  level	  (2-­‐	  tailed)	  
ᵻ	  Spearman's	  Rho	  (Significance)	  as	  characteristic	  derived	  from	  non-­‐normally	  
distributed	  variables	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 4.5	   Barrier	  and	  Facilitators	  of	  AFHS	  Implementation	  
This	   section	   focuses	   on	   potential	   barriers	   to	   adherence	   to	   AFHS	   delivery,	  
potential	   areas	   to	   build	   upon	   to	   enhance	   care	   delivery,	   IEC	   programs,	   financing	   of	  
programs,	   approaches	   and	   innovative	   ways	   to	   enhance	   care	   delivery	   and	   other	  
suggestions	   to	   improve	  AFHS	   care	   delivery.	   The	   information	  provided	   is	   of	   qualitative	  
origin	   and	   came	  mainly	   from	   focus	   group	   discussions	   with	   adolescents,	   and	   in-­‐depth	  
interviews	  of	  heads	  of	  health	  facilities	  visited.	  The	  source	  of	  the	  quotes	  be	  them	  from	  
early	  or	  late	  adopter	  settings	  clarifying	  the	  themes	  would	  be	  noted	  in	  the	  course	  of	  the	  
write-­‐up.	  	  
 4.5.1	   Potential	  Barriers	  to	  Adherence	  	  
 Factors	  Inhibiting	  Care	  Delivery	  To	  Adolescents	  	  
When	   noting	   factors	   inhibiting	   care	   delivery	   to	   them,	   adolescents	   and	   health	   care	  
provider	   perspectives	   were	   considered.	   Respondents	   from	   late	   adopter	   contributed	  
much	  more	  to	  this	  section	  on	  inhibiting	  factors	  that	  those	  from	  early	  adopter	  facilities.	  	  	  
Perspective	  of	  adolescents	  	  
Harsh	  treatment	  of	  adolescent	  clients	  by	  care	  providers	  
Adolescents	   from	   predominantly	   late	   adopter	   communities	   expected	   care	  
providers	  to	  be	  patient	  and	  very	  polite	  with	  them,	  but	  instead	  experienced	  a	  fair	  level	  of	  
hostility,	  a	  situation	  that	  got	  worse	  if	  there	  was	  a	  pregnancy.	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"...our	   idea	   was	   that	   they	   would	   be	   patient	   with	   us,	   but	   when	   we	  
went	   there	   they	  were	   harsh	   on	   us,	   they	  were	   too…	   they	   didn’t	   even	   have	  
time	   for	   us	   to	   speak,	   they	   were	   yelling	   at	   us,	   we	   were	   afraid,	   we	   were	  
frightened	  so	  we	  didn’t	  even	  tell	  what	  exactly	  was	  wrong	  with	  us"	   (Female	  
Adolescent	  from	  late	  adopter	  facility).	  	  
"...they	   will	   insult	   you	   (for	   coming	   in	   as	   a	   pregnant	   adolescent)"	  
(Female	  Adolescent	  from	  late	  adopter	  facility).	  
"...You	   are	   a	   bad	   girl,	   you	   have	   come	   here...	   small	   girl	   you	   are	  
pregnant.	   You	   this	   small	   girl,	   even	   those	   who	   are	   grown	   up	   they	   are	   not	  
pregnant	  and	  you	   this	   small	  girl.	   Then	   if	   you	  are	  coming	   to	  give	  birth	   they	  
will	   say,	   shut	   up,	  who	   told	   you	   to	   go	   and	   do	   that.	   So	   those	   kind	   of	   things	  
…….so	  that	  thing	  ..."	  (Male	  Adolescent	  from	  late	  adopter	  facility).	  
"You	  come	  and	  they	  shout	  on	  you	  and	  other	  things	  so	  in	  case	  you	  are	  
having	   any	   problem	   you	   can’t	   discuss	   things	   fully	   with	   them."	   (Female	  
adolescent	  from	  early	  adopter	  facility)	  	  	  
Adolescents'	  difficulty	  in	  leaving	  suggestions	  
	  In	  cases	  where	  adolescents	  wished	  they	  could	  make	  suggestions	  with	  respect	  to	  
their	  care	  at	  health	  facilities,	  they	  could	  not	  trace	  suggestion	  boxes.	  	  
"...when	  you	  go,	  it	  (the	  suggestion	  box)	  is	  at	  a	  side	  ….	  as	  such	  you	  will	  
be	  looking	  for	  it	  you	  would	  not	  see	  it"	  (Female	  Adolescent	  from	  late	  adopter	  
facility).	  	  
Care	  providers	  not	  having	  fixed	  work	  schedules	  
	  Care	   providers	   not	   working	   consistently	   with	   fixed	   schedules	   posed	   problems	  
for	  adolescents	  who	  would	  wish	  to	  visit	  for	  care.	  	  
"...and	   some	   of	   the	   doctors	   too	   they	   are	   late	   for	   work.	   Instead	   of	  
coming	  to	  work	  8	  o’clock,	  they	  will	  come	  at	  11	  o’clock	  and	  they	  won’t	  close	  
at	   the	   right	   time.	  Some	  will	   come	  at	  11	  o’clock	  and	   instead	  of	   closing	  at	  5	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they	  close	  at	  3	  o’clock.	  And	  I	  think	  that	  will	  not	  help	  us"	  (Female	  Adolescent	  
from	  late	  adopter	  facility).	  	  
High	  cost	  of	  care	  
Some	  adolescents	  were	  of	   the	  view	   that	   fees	   collected	   for	   care	  provided	  were	  
disproportionately	  high.	  
"...I	  was	  sick	  and	  I	  and	  my	  mother,	  we	  went	  to	  the	  hospital	  and	  they	  
checked	   my	   temperature.	   They	   took	   paracetamol	   (acetaminophen),	   after	  
that,	   they	   gave	  me	   two	   tablets	   of	   it	   and	   they	   said	  we	   should	   pay	   2	   cedis	  
($1.00).	  But	  when	  I	  go	  to	  the	  drugs	  store	  and	  say	  I	  want	  paracetamol,	  maybe	  
I	  can	  get	  it	  for	  30	  pesewas	  (15	  cents)	  but	  they	  rather	  collect	  or	  take	  2	  cedis	  
from	  us.	  After	  that,	  they	  said	  that	  we	  should	  go	  and	  collect	  some	  medicine.	  
They	  give	  me	  injection,	  so	  after	  that	  all	  the	  medicine,	  they	  give	  it	  to	  us.	  So,	  
em	  em,	   the	  price	   that	   the	  nurse	   said,	   it’s	   too	  high"	   (Male	  Adolescent	   from	  
late	  adopter	  facility).	  	  
Health	  Insurance	  does	  not	  necessarily	  cover	  all	  care	  provided	  
Adolescents	  expressed	  concern	  about	  health	  insurance	  not	  paying	  for	  all	  services	  
provided	  at	  health	  facilities.	  
"...They	  told	  my	  father	  that	  my	  father	  should	  buy	  some	  medicine	  at	  
the	   hospital...My	   father	   said	   he	   was	   holding	   health	   insurance.	   The	   doctor	  
said	   that	   the	   medicine	   doesn’t	   cover	   the	   health	   insurance	   so	   my	   father	  
should	  use	  his	  money	  to	  go	  and	  buy	  the	  medicine"	  (Female	  Adolescent	  from	  
late	  adopter	  facility).	  	  
Poor	  level	  of	  care	  
Adolescents	   at	   times	   do	   not	   receive	   the	   quality	   of	   care	   they	   expect	   from	   care	  
providers.	  	  
"I	  went	  to	  the	  hospital	  and	  the	  nurse	  gave	  me	  injection,	  so	  when	  she	  
gave	  me	  the	  injection	  when	  I	  came	  home	  I	  cannot	  sit	  down...	   I	  can’t	  eat...	   I	  
am	   weak	   so	   my	   mother	   told	   her	   that	   should	   she	   take	   me	   to	   the	   Roman	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hospital,	  she	  says	  no,	  so	  when	  I	  went	  home	  my	  mother	  gave	  me	  porridge	  to	  
take	  and	  I	  vomited	  all	  that	  (she	  was	  not	  feeling	  well,	  but	  she	  was	  asked	  to	  go	  
home)"	  (Female	  Adolescent	  from	  late	  adopter	  facility).	  	  
Care	  providers'	  perspectives	  
Lack	  of	  preparedness	  of	  care	  providers	  for	  the	  job	  
Some	  care	  providers	  were	  placed	   in	  positions	   to	   cater	   for	   adolescents	  without	  
being	  trained	  or	  provided	  the	  necessary	  logistics	  to	  work	  with.	  	  
"...The	  thing	  is	  that	  they	  didn’t	  give	  me	  any	  training	  ooo...	  They	  didn’t	  
give	  me	  any	   training,	   they	   just	  pushed	  me	  here	   that	  go	   there,	   you	  are	   the	  
adolescent	  co-­‐coordinator...	  So	  I	  just	  came	  with	  a	  table	  and	  chair	  and	  I	  was	  
doing	  the	  thing	  my	  own	  way.	  So	  there	  was	  no	  education,	  nothing,	  I	  was	  just	  
doing	  things	  on	  my	  own.	  No	  workshop,	  no	  …	  This	  is	  the	  only	  book	  that	  they	  
gave	  me.	  Yes,	  yes.	  Whether	  what	  I	  am	  doing	  is	  good	  or	  not	  nobody	  cares..."	  
(Female	  Clinical	  Healthcare	  Provider	  from	  late	  adopter	  facility).	  	  
Motivation	  of	  staff	  
Staff	  of	  health	  facilities	  require	  motivation	  in	  diverse	  forms	  to	  enable	  them	  put	  in	  
their	  best.	  
"...Our	   problems	   are	   always	   funds,	   funds,	   funds,	   because	   by	   all	  
means,	   we	   have	   to	   motivate,	   because	   they	   are	   working,	   though	   they	   are	  
working	   for	  money,	   they	  get	   their	  pay	   salary	  alright,	  but	   then	  you	  need	   to	  
motivate	  them,	  though	  the	  training	  we're	  given	  is	  also	  a	  type	  of	  motivation,	  
but	   you	   should	   reach	   a	   certain	   point,	   at	   least	  man	  must	   eat...	   laughter..."	  
(Male	  Clinical	  Health	  Care	  Provider	  from	  early	  adopter	  facility)	  	  
Capacity	  to	  provide	  IEC	  (information	  education	  and	  counseling)	  programs	  
	  The	  approach	  a	  care	  provider	  uses	  in	  educating	  clients	  during	  IEC	  programs	  do	  
influence	  the	  delivery	  of	  such	  information.	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"...understanding	  of	  the	  subject	  that	  you're	  going	  to	  teach,	  you	  have	  
to	  go	  to	  the	  lowest	  grade	  that	  people	  would	  understand	  you,	  the	  topic	  that	  
you're	  discussing,	  it	  shouldn't	  be	  like	  you	  go	  and	  talk	  to	  the	  people,	  let	  them	  
bring	   out	   what	   they	   know	   then	   you	   help	   them	   improve	   upon	   that	   and	  
whatever	  people	  bring	  out	  is	  very	  important,	  because	  he	  may	  think	  what	  he's	  
saying	  is	  wrong	  but	  it	  might	  be	  right...	  so	  everything	  is	  right"	  (Male	  Clinical	  
Healthcare	  Provider	  from	  early	  adopter	  facility)	  	  
Organizing	  adolescents	  for	  IEC	  programs	  
Health	   workers	   at	   times	   found	   it	   difficult	   getting	   adolescents	   readily	   available	  
and	  organized	  for	  IEC	  programs	  
"...At	   times,	  bringing	  them	  together	   is	  difficult,	  because	   I	   remember	  
we	  wanted	  to	  give	  them	  a	  talk	  on	  long	  term	  FP	  (family	  planning)	  and	  how	  to	  
organize	   them,	   we	   had	   to	   go	   round	   and	   round	   and	   later	   on	   Abiba	   (a	  
coordinator	   of	   the	   program's	   name)	   had	   to	   go	   to	   those...eh..	   apprentices,	  
from	  shop	  to	  shop	  before	  she	  finally	  ended	  up	  getting	  them,	  so	  getting	  them	  
together,	  at	   times	   it's	  difficult..."	   (Female	  Clinical	  Healthcare	  Provider	   from	  
late	  adopter	  facility)	  	  
Non	  availability	  of	  equipment	  and	  other	  logistics	  to	  facilitate	  adherence	  to	  policies	  
There	  are	  occasions	  when	  care	  providers	  find	  it	  difficult	  adhering	  to	  policies	  due	  
to	  them	  not	  having	  the	  right/	  stipulated	  equipment	  or	  other	  logistics	  to	  work	  with.	  	  
"...financial	   is	   general	   everywhere	   you	   go...the	   equipment	   to	   work	  
with,	   if	   they	   are	   there...	   then	   the	   policies	   are	   there,	   do	   this...to	   treat	  
someone	  with	  malaria,	   you	   have	   to	   do	   some	   lab	   tests	   like	   the	   RDT	   (rapid	  
diagnostic	  tests)	   for	  diagnosis...	   if	   the	  kit	   is	  not	  available,	   then	  the	  policy	   is	  
made,	  but	  then	  at	  the	  time	  of	  accessing	  the	  service,	  the	  tool	  to	  work	  with	  is	  
not	  available,	  how	  do	  you	  go	  about	  it,	  so	  you	  end	  up	  falling	  back	  to	  the	  old	  
system,	   using	   the	   clinical	   signs	   and	   others,	   so	   if	   the	   products	   are	   there	   to	  
work	  with,	  you	  don't	  find	  any	  problem..."	  (Male	  Clinical	  Healthcare	  Provider	  
from	  early	  adopter	  facility)	  	  
"...The	  test	  kits	  like	  the	  malaria	  and	  HIV,	  at	  times	  we	  don't	  get	  it..	  We	  
run	  short	  occasionally	  about	  3	  months	  we	  will	  not	  have	  it	  and	  when	  it	  comes	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too	  we	  don't	  get	  enough,	   it	  was	  only	  yesterday	  that	  we	  had	  some	  which	   is	  
about	  600.	  we	  can	  be	  there	   for	  about	  3	  months	  and	  we	  will	  not	  get	   it	  and	  
when	  they	  get	  it	  they	  will	  give	  you	  about	  100	  or	  150	  so	  it's	  not	  enough	  (so	  is	  
it	   a	   problem	   with	   they	   getting	   the	   supply	   or	   what)...	   yes,	   they	   getting	   it,	  
because	   test	   kits	   they	   go	   for	   it	   from	   the	   regional	  medical	   stores,	   at	   times	  
they	  get	  there,	   they	  don't	  get	   it,	  so	   it	   is	  not	   from	  the	  district,	   it	   is	   from	  the	  
region	   (so	   supply	   of	   such	   things	   don't	   depend	   on	   you)	   no	   (and	   there	   is	  
nothing	   much	   you	   can	   do	   to	   change	   that	   as	   well	   from	   all	   indications)	  
mmhmm..."	  (Female	  Clinical	  Healthcare	  Provider	  from	  late	  adopter	  facility)	  	  
Creating	  a	  comfortable	  and	  attractive	  environment	  
Providing	   the	   necessary	   amenities	   such	   as	   TV	   sets,	   games,	   etc.	   to	   make	   the	  
health	  facility	  comfortable	  and	  attractive	  is	  not	  always	  that	  simple.	  
"...he	  he	  hee...we've	  tried,	  ummm..our	  possible	  best	  to	  get	  it,	  but	  we	  
haven't	  received	  it	  yet,	  but	  we've	  requested	  for	  it	  (from	  the	  district)	  yes	  from	  
the	   district,	  maybe	   if	   director	   signs	   (the	   requisition	   order)	   we	   can	   use	   our	  
own	  service	  account	  to	  buy	  a	  (TV	  or	  ...)	  yes...or	  something...we've	  requested	  
for	  a	  TV	  and	  a	  deck	  or	  multi	  TV	  (multi	  TV	  is	  a	  satellite..)	  yes..(system)	  yes..."	  
(Female	  Clinical	  Healthcare	  Provider	  from	  late	  adopter)	  	  
Care	  providers	  not	  provided	  the	  resources	  to	  accomplish	  their	  mission	  
	  Management	  of	  some	  health	  facilities	  were	  not	  willing	  to	  support	  care	  providers	  
to	  perform	  outreaches	  or	  engage	  in	  programs	  that	  would	  help	  the	  adolescent	  
"at	  first	  I	  started	  going	  to	  the	  FM	  stations,	  but	  the	  problem	  I	  had	  was	  
when	   I	   was	   going,	   the	   “money	   matter”,	   how	   to	   get	   there	   at	   times;	   (the	  
hospital	  would	  say)	  wait	  or	  use	  your	  own	  money,	  go	  and	  come,	  that	  kind	  of	  
thing.	  So	  I	  also	  stopped	  going	  there...	  What	  I’ve	  seen	  is	  that	  they	  just	  created	  
the	  unit	  and	  nobody	  is	  helping	  it.	  	  When	  I	  bring	  my	  suggestion,	  nobody	  talks	  
about	  it,	  they	  don't	  say	  anything	  about	  it.	   It’s	  just	  like	  they	  just	  wanted	  the	  
unit	  to	  be	  created	  so	  that	  they	  could	  have	  the	  credit	  to	  say	  that	  the	  health	  
facility	   also	   has	   this	   adolescent,	   that’s	   how	   I’ve	   seen	   it..."	   (Female	   Clinical	  




Lack	  of	  space	  to	  care	  for	  adolescents	  
Most	  facilities	  have	  limited	  spaces	  in	  which	  adolescents	  receive	  care.	  	  
"There	   is	   not	   enough	   space	   or	   room	   for	   adolescent	   care	   and	  
development"	  (Healthcare	  Clinical	  Provider	  from	  late	  adopter	  facility)	  
	  "Separate	   adolescent	   corner	   nonexistent,	   so	   adolescents	   end	   up	  
waiting	  for	  other	  services	  to	  be	  completed	  before	  being	  attended	  to.	  So	  there	  
is	  the	  need	  for	  their	  separate	  space"	  (Healthcare	  Clinical	  Provider	  from	  late	  
adopter	  facility)	  
Harsh	  treatment	  of	  clients	  by	  care	  providers	  
	  Adolescents	  are	  on	  occasions	  treated	  harshly	  by	  care	  providers	  and	  this	  deters	  
others.	  
"There	   was	   a	   case	   of	   an	   adolescent	   behaving	   as	   if	   in	   a	   life-­‐
threatening	   situation	   but	   eventually	   staff	   detected	   the	   person	   was	   over-­‐
dramatizing.	   The	   staff	   reacted	   quite	   harshly	   and	   this	   has	   kept	   adolescents	  
away	  from	  the	  facility"	  (Non-­‐clinical	  Healthcare	  Provider	  from	  early	  adopter	  
facility)	  	  
I	  feel	  it	  could	  only	  be	  from	  poor	  staff	  attitudes,	  so	  if	  staff	  are	  friendly,	  
then	   there	   would	   be	   no	   problems	   (Clinical	   Healthcare	   Provider	   from	   early	  
adopter	  facility)	  
	  
Community	  representatives'	  perspectives	  
Adolescents'	  shyness	  and	  holding	  of	  certain	  traditional	  beliefs	  
Some	   adolescents	   are	   prevented	   from	   seeking	   care	   due	   to	   shyness	   and	   some	  
traditional	  beliefs	  and	  practices	  
"Shyness	   on	   the	   part	   of	   adolescents	   (due	   to	   perceptions	   of	   lack	   of	  
confidentiality),	   financial	   issues,	   traditional	   beliefs	   about	   health	   conditions	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(such	   as	   curses,	   etc.	   or	   rewards	   for	   wayward	   behavior)"	   (Community	  
Representative	  from	  late	  adopter	  facility)	  
"Some	   traditional	  practitioners	   inform	  clients	  not	   to	   visit	   the	  health	  
facility	  with	  their	  conditions	  such	  as	  buruli	  ulcer,	  but	  the	  health	  volunteer	  in	  
the	   community	   tries	   to	   advise	   them	   against	   accepting	   such	   instructions"	  
(Community	  Representative	  from	  late	  adopter	  facility)	  
Adolescents	  unaware	  of	  services	  provided	  and	  their	  lack	  of	  money	  to	  pay	  for	  care	  
Some	   adolescents	   were	   unaware	   of	   services	   and	   locations	   in	   which	   they	   are	  
provided,	  others	  also	  did	  not	  have	  the	  money	  to	  pay	  for	  the	  services	  
"Adolescents	  do	  not	  have	  money	  to	  come	  for	  services	  as	  it	   is	  a	  rural	  
community"	  (Community	  Representative	  from	  early	  adopter	  facility)	  
"There	   is	   a	   lack	   of	   publicity,	   adolescents	   do	   not	   know	   of	   services	  
provided	  like	  ANC	  (anti	  natal	  care),	  etc.	  at	  the	  health	  facilities"	  (Community	  
Representative	  from	  late	  adopter	  facility)	  
"People	   do	   not	   know	   the	   location	   of	   the	   health	   facility	   (poor	  
directions)"	  (Community	  Representative	  from	  late	  adopter	  facility)	  
	  
From	  observation	  of	  health	  facility	  and	  client-­‐provider	  interactions	  
The	   research	   team	  made	   some	   observations	   that	   could	   serve	   as	   inhibitions	   to	  
adolescents	  coming	  for	  services	  as	  well	  as	  to	  adherence	  to	  AFHS	  practices	  
• Not	  all	  staff	  were	  trained	  in	  AFHS	  
• No	  essential	  services	  package	  (ESP)	  at	  the	  facility	  
• Patients	   arriving	   at	   the	   health	   facility	   late	   for	   care	   (at	   which	   time	   care	   providers	  
might	  have	  retired	  to	  their	  homes)	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• Adolescents	  without	  health	  insurance	  paid	  for	  services	  
• Most	  adolescents	  seen	  not	  having	  health	  insurance	  coverage	  
• Adolescents	  joined/	  mixed	  with	  other	  older	  clients	  in	  the	  queue	  for	  FP	  services	  
• Limited	  space,	  crowded	  examining	  and	  consulting	  room	  
• The	  health	   center	   is	   far	   from	   the	   community	   and	   the	   road	   is	   highly	   un-­‐motorable	  
(we	  had	  a	  very	  tough	  time	  getting	  to	  the	  facility)	  
• Care	   providers	   had	   not	   received	   AFHS	   training,	   there	   were	   no	   lab	   facilities,	   no	  
separate	  space	  to	  care	  for	  adolescents	  
• The	  facility	  was	  crowded	  with	  not	  much	  space,	  there	  were	  no	  lab	  facilities	  and	  staff	  
strength	  was	  low	  (few	  staff	  caring	  for	  several	  patients)	  
• The	  place	  where	  consultation	  takes	  place	  is	  in	  the	  open	  
• Past	   medical	   history,	   social	   history	   and	   examination	   were	   at	   times	   done	   on	  
adolescent	   clients	   but	   were	   not	   documented	   in	   the	   process	   of	   clerking.	   It	   was	  
however	  observed	  that,	  ANC	  and	  FP	  cards	  have	  some	  direct	  questions	  that	  request	  
for	   varying	   kinds	   of	   history	   and	   physical	   examination.	   This	   results	   in	   such	  
information	   being	   taken	   during	   such	   (ANC	   and	   FP)	   care	   provision	   as	   compared	   to	  
scantier	   information	  when	   it	   comes	   to	   history	   taking	   and	   examinations	   in	   general	  
practice.	  
 Policies	  Inhibiting	  Care	  Delivery	  To	  Adolescents	  
Some	   policies	   did	   serve	   as	   obstacles	   to	   effective	   care	   provision	   to	   adolescent	  
clients.	  	  
Adolescents'	  perspective	  
Health	  facilities	  should	  come	  clear	  on	  health	  care	  financing	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  Adolescents	   expressed	   frustration	   at	   the	   way	   the	   national	   health	   insurance	  
program	  was	  being	  managed	  and	  would	  wish	  for	  clear	  guidelines	  on	  its	  modus	  operandi.	  
"...and	   I	   think	   if	   the	  health	   insurance	   is	  no	  more	   in	   the	   system	  they	  
must	   tell	   us	   because	   they	   won’t	   say	   it.	  Maybe	   you	   don’t	   know	   you	   won't	  
send	  any	  money	   there,	  when	  you	   reach	   there,	   they	  will	   tell	   you	   the	  health	  
insurance	  is	  not	  there,	  so	  you	  should	  bring	  money,	  so	   	  you	  have	  to	  go	  back	  
home	   and	  maybe	   your	   house	   too	   is	   far.....	   so	   that	  we	   can	   prepare	   before	  
going	  to	  the	  hospital	  (Female	  Adolescent	  from	  late	  adopter	  facility).	  
	  
Care	  Providers'	  perspectives	  
Payment	  for	  services	  when	  adolescents	  do	  not	  have	  health	  insurance	  coverage	  
Adolescent	  clients	  pay	  when	  they	  arrive	  at	  the	  facility	  with	  no	  health	  insurance	  
for	  services.	  	  
"Adolescents	   pay	   for	   services	   when	   they	   visit	   the	   facility	   without	  
health	  insurance	  coverage"	  (Clinical	  Healthcare	  Provider	  from	  early	  adopter	  
facility)	  
	  
 4.5.2	   Potential	  Areas	  to	  Enhance	  AFHS	  	  
Perspectives	  of	  the	  adolescent	  
Usefulness	  of	  directional	  signs	  to	  adolescents	  
	  Adolescents	  saw	  these	  as	  very	  helpful	  to	  them	  in	  navigating	  health	  facilities	  e.g.	  
sign	  boards	  which	  detailed	  the	  schedule	  of	  work	  at	  the	  health	  facility.	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Some	  adolescents	  were	  aware	  of	  the	  existence	  of	  adolescent	  units	  at	  health	  facilities	  
Though	   not	   all	   of	   them,	   some	   adolescents	   expressed	   their	   awareness	   of	  
adolescent	  corners	  at	  health	  facilities	  where	  they	  could	  call	  for	  help	  when	  they	  needed	  
it.	  	  
"...They	  have	  a	   special	   room	   that	   children	   (adolescents)	  are	   treated	  
there..."	  (Male	  Adolescent	  from	  late	  adopter	  facility)	  
	  
 4.5.3	   Other	  Aspects	  To	  Consider	  For	  IEC	  Programs	  	  
	   Contributions	   to	   this	   section	   on	   issues	   to	   consider	   for	   IEC	   programs	   and	   the	  
previous	   to	   enhance	   AFHS	   programs	   came	   from	   respondents	   from	   both	   early	  
and	  late	  adopter	  facilities.	  	  
Adolescents	  have	  limited	  access	  to	  informational	  materials	  
Adolescents	  were	  of	  the	  impression	  that	  handouts/	  leaflets	  on	  health	  conditions	  
were	  meant	  solely	  for	  adults	  and	  pregnant	  women	  but	  not	  them.	  	  
"...Only	   our	   parents	   are	   given	   such	   leaflets….	   But	   as	   for	   us	   the	  
adolescents,	  they	  wouldn’t	  even	  look	  at	  your	  face"	  (Female	  Adolescent	  from	  
late	  adopter	  facility).	  
"...It’s	   only	   the	   pregnant	   women	   and	   most	   at	   times	   you	   see	   them	  
holding	   such	   things	   (handouts)	   but	   as	   for	   us	   the	   adolescents	  we	   don’t	   get	  
such"	  (Male	  Adolescent	  from	  late	  adopter	  facility).	  
Provide	  counseling	  on	  truancy,	  substance	  and	  alcohol	  use,	  obesity,	  smoking	  (marijuana),	  
child	  labor,	  streetism	  




Include	  environmental	  cleanliness	  and	  personal	  hygiene	  in	  IEC	  programs	  
Environmental	  cleanliness	  and	  personal	  hygiene	  were	  seen	  as	  areas	  that	  must	  be	  
included	  in	  IEC	  programs.	  	  
"...you	   see,	   there	   are	   certain	   things	   we	   take	   for	   granted,	   our	  
environment,	   environmental	   cleanliness	   also	   is	   part	   of,	   is	   very	   very	  
important,	   because	   we	   live	   in	   an	   environment	   that	   is	   untidy,	   when	   the	  
environment	   is	   clean,	   then	   you're	  also	  healthy..."	   (Male	  Clinical	  Healthcare	  
Provider	  from	  early	  adopter	  facility)	  
	  
"	   Personal	   hygiene	   programs	   to	   people	   between	   10	   and	   19	   years	  
(adolescents)"	  (Clinical	  Healthcare	  Provider	  from	  early	  adopter	  facility)	  
Involve	  community	  based	  surveillance	  volunteers	  (CBSV)	  in	  IEC	  programs	  
	  CBSVs	  support	  in	  healthcare	  delivery	  in	  the	  communities,	  as	  such	  they	  could	  be	  
important	  assets	  for	  IEC	  programs.	  	  
"...we	  always	  have	  to	  do	  continuous	  health	  education	  and	  we	  have	  to	  
include	  the	  communities...now	  in	  our	  communities,	  we	  have	  the	  community	  
based	  surveillance	  volunteers	   (CBSV)	  we	  also	  have	   to	   involve,	  as	   they	  have	  
been	  giving	  us	  the	  feedback	  from	  the	  communities,	  whatever	  happens	  there	  
when	  they	  have	  problems,	   I	   think	  with	  that	   ...(we	   learn	  about	  more	  topical	  
issues	   to	   address)..."(Male	   Clinical	   Healthcare	   Provider	   from	   early	   adopter	  
health	  facility)	  
Provide	  information	  on	  formal	  education	  to	  adolescents	  
IEC	  programs	  were	  viewed	  as	  an	  avenue	  to	  pass	  on	   information	  to	  adolescents	  
about	  the	  importance	  of	  formal	  education.	  	  
"...maybe	   the	   programs	   concerning	   education,	   the	   importance	   of	  
education,	   because	   these	   people,	   they	  mostly	   don't	   fancy	   education,	   after	  
JSS	   (Junior	   Secondary	   School)	   that's	   all...	   so	   there	   is	   the	   need	   for	   such	  
education,	  so	  they	  can	  get	  further,	  not	  only	  think	  of	  completing	  just	  the	  JSS...	  
that	  they	  can	  become	  a	  nurse	  or	  something,	  that	  they	  should	  continue	  and	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not	  ending	  at	  the	  JSS	   level..."(Female	  Clinical	  Healthcare	  Provider	  from	  late	  
adopter)	  
Focus	  on	  other	  health	  conditions	  adversely	  affecting	  adolescents	  
Some	  community	  representatives	  mainly	  from	  late	  adopter	  facilities	  were	  of	  the	  
view	   the	   following	   conditions	   should	   be	   addressed	   among	   adolescents:	   Teenage	  
pregnancies	  and	  associated	  poor	  educational	  outcomes,	  malaria,	  cough,	  cholera,	  guinea	  
worm	  and	  poor	  hygiene	  in	  the	  community.	  Healthcare	  providers	  were	  from	  both	  early	  
and	  late	  adopter	  facilities	  made	  similar	  suggestions.	  	  
	  
	  
 4.5.4	   Potential	  Economic	  Implications	  Of	  AFHS	  Implementation	  	  
Financing	  care	  programs	  to	  adolescents	  at	  the	  facility	  
Some	   programs	   are	   funded	   through	   monies	   generated	   by	   the	   facility	   i.e.	  
internally	  generated	  funds	  (IGF),	  others	  are	  financed	  by	  sponsors	  and	  for	  sick	  people	  the	  
health	  insurance	  scheme	  and	  self	  payment.	  In	  discussing	  the	  issues,	  both	  early	  and	  late	  
adopter	  facility	  respondents	  contributed	  in	  equal	  measure.	  
"...through	  the	  IGF,	  like	  I'm	  saying	  we	  want	  to	  buy	  the	  Ludo	  and	  these	  
other	   items	  for	  the	  games,	  you	  have	  to	  use	  your	   IGF	  to	  get	  those	  things..."	  
(Male	  Clinical	  Healthcare	  Provider	  from	  early	  adopter	  facility)	  
"...hmmm,	   at	   times	   we	   have	   sponsors,	   the	   community	   members	  
themselves	   (i.e.	   for	   the	   community	   outreaches,	   etc.	   but	   if	   an	   adolescent	  
comes	  to	  the	  clinic	  and	  needs	  care??)	  if	  the	  person	  is	  not	  sick...	  any	  care	  they	  
need,	  we	  provide	  without,	  we	  don't	  charge	  anything...	   if	   the	  person	   is	   sick,	  
here	   for	   instance	   everybody	   has	   health	   insurance,	   so	   they	   come	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unaccompanied	   on	   their	   own	   even	   the	   children...	   so	   health	   insurance	   pays	  
for	   a	   majority	   of	   the	   patients...	   yes,	   yes..."	   (Female	   Clinical	   Healthcare	  
Provider	  from	  late	  adopter	  facility)	  
"Adolescents	   pay	   for	   medications,	   consultations,	   etc.	   but	   for	  
programs	  like	  health	  education,	  outreaches,	  the	  health	  center	  pays	  for	  them"	  
(Clinical	  Healthcare	  Provider	  from	  late	  adopter	  facility)	  
"Those	   who	   have	   [money]	   pay	   for	   services	   that	   compensates	   for	  
those	   who	   don’t	   have	   e.g.	   the	   Jadelle	   implant-­‐	   some	   pay	   more,	   whereas	  
others	   pay	   less	   or	   none	   at	   all"	   (Female	   Clinical	   Healthcare	   Provider	   from	  
early	  adopter	  facility)	  
	  
 4.5.5	   Approaches	  To	  Enhance	  Adherence	  To	  AFHS	  Concepts	  
Early	  adopter	  facility	  respondents	  contributed	  a	  lot	  more	  towards	  the	  discussion	  in	  this	  
section	  to	  enhance	  adherence	  to	  AFHS	  concepts.	  	  
Planned	  preventive	  maintenance	  (PPM)	  
Equipment	   and	   infrastructure	   necessary	   for	  work	   at	   health	   facilities	   should	   be	  
constantly	  maintained	  to	  make	  them	  available	  for	  service	  delivery	  when	  needed.	  
"...	   you	   see	   we	   have	   the	   protective...errr...	   planned	   preventive	  
management	   PPM,	   so	   every	   month,	   we	   have	   what	   to	   do,	   so	   do	   our	  
management	   and	   protection	   of	   everything	   even	   infrastructure	   as	   well...	   I	  
was	  discussing	  with	  my	  people	  that	  our	  building,	  the	  outside	  is	  getting	  worn	  
out,	   so	   we	   have	   to	   do	   that	   before	   the	   Christmas	   comes"	   (Male	   Clinical	  
Healthcare	  Provider	  from	  early	  adopter	  facility)	  
Continuous	  education	  of	  health	  care	  providers	  
	  Care	  providers	  like	  every	  other	  persons,	  need	  to	  be	  constantly	  reminded	  of	  how	  
to	  care	  for	  their	  adolescent	  clients.	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"...Really,	   in	   every	   house	   (there	   is	   a)	  Mensah	   (a	   third	  male	   child	   in	  
succession)	   ...laughter...even	  when	   you're	   preaching	   the	   gospel	   (of	   Christ),	  
you	  will	  not	  get	  everybody	  to	  take	  it...	  ehee,	  so	  you	  wouldn't	  take	  it	  that	  the	  
moment	   you	   provide	   knowledge	   or	   impart	   knowledge	   to	   somebody,	   then	  
everything	   is	   going	   to	   be	   smooth,	   so	   continuous	   education,	   some	   will	   be	  
offended,	  but	  then	  once	  you	  have	  in	  mind	  that	  that's	  what	  will	  bring	  in	  your	  
success,	  you	  have	  to	  go	  on,	  so	  the	  continuation	  of	  our	  daily	  education,	  every	  
morning	  when	  we	  come	  you	  have	  to	  give	  health	  education	  to	  all	  the	  patients	  
that	  come,	  whether	  they	  are	  adults	  or...	  so	  over	  the	  time,	  everyone	  has	  taken	  
it..."	  (Male	  Clinical	  Healthcare	  Provider	  from	  early	  adopter)	  
	  
Drugs,	   equipment	   and	   other	   supplies	   should	   be	   constantly	   made	   available	   at	   the	  
medical	  stores	  
Having	   supplies	   available	   at	   the	   medical	   stores	   reduces	   the	   stress	   in	  
procurement	   from	   other	   sources	   and	   makes	   them	   readily	   available	   for	   work	   at	   the	  
health	  facility.	  
"...our	   difficulty	   is	   you	   see,	   we	   purchase	   our	   everything	   from	   the	  
regional	  medical	  stores	   (RMS),	  so	  when	  you	  go	  to	   the	  RMS	  and	  the	   item	   is	  
not	  there,	  you	  then	  have	  to	  request	  for	  a	  non-­‐availability	  form,	  so	  if	  the	  non-­‐
availability	  form	  is	  not	  being	  brought	  to	  you,	  so	  (our)	  only	  request	  that	  the	  
RMS	  should	  have	  those	  items	  that	  we	  want,	  so	  that	  any	  time	  we	  go	  there	  we	  
can	  also	  get	  them,	  as	  we	  don't	  have	  any	  other	  sources/	  places	  where	  to	  get	  
them	  to	  buy...	  any	  other	  source	  other	  than	  the	  regional	  medical	  store	  or	  if	  it	  
is	  not	  there,	  then	  you	  request	  for	  the	  non-­‐availability	  form,	  without	  the	  form,	  
you	  can't	  purchase	  from	  any	  other	  place....	   that's	  procurement	  regulations,	  
we	  also	  follow	  that...so	  we	  appeal	  to	  the	  RMS	  that	  everything	  that	  we	  need	  
should	   be	   made	   ready	   so	   that	   when	   we	   go	   there	   we	   shall	   not	   be	   found	  
wanting..."	  (Male	  Clinical	  Healthcare	  Provider	  from	  early	  adopter	  facility)	  




	  Funds	   generated	   by	   the	   health	   facilities	   are	   those	   used	   to	   run	   them,	   as	   such	  
delays	  in	  reimbursement	  adversely	  affect	  service	  delivery.	  	  
"...my	  only	  suggestion	  is	  that..	  errr..the	  health	  insurance	  people	  must	  
pay	  us	  in	  time	  so	  that	  we	  can	  get	  funds	  and	  go	  and	  purchase	  our	  drugs,	  now	  
they	  say	  that	  without	  payment	  upfront,	  you	  will	  not	  (even)	  get	  the	  NIH	  folder	  
(with	  which	  clients	  are	  seen)	  if	  we	  have	  not	  been	  paid	  by	  the	  NIH,	  how	  do	  we	  
get	   funds	   to	   go	   and	   purchase	   even	   folders	   to	   take	   care	   of	   the	   patients?"	  
(Male	  Clinical	  Healthcare	  Provider	  from	  early	  adopter	  facility)	  
	  
 4.5.6	   Innovative	  Approaches	  To	  Improve	  Care	  Delivery	  To	  Adolescents	  
Respondents	   from	  early	  and	   late	  adopter	   facilities	  provided	  suggestions	  on	   innovative	  
approaches	  to	  improving	  care	  delivery.	  	  
Suggestions	  from	  adolescents	  
Adolescents	  should	  be	  treated	  by	  providers	  of	  same	  sex	  
Some	  adolescents	  would	  wish	  to	  be	  seen	  by	  care	  providers	  of	  their	  own	  sex	  as	  
they	  felt	  shy	  in	  the	  presence	  of	  the	  opposite	  sex.	  	  	  
"I	  think	  females	  must	  treat	  females	  and	  males	  must	  treat	  males.	  	  And	  
you	  go	   to	   the	  hospital	  and	   let’s	   say	  you	  are	   suffering	   from	  hernia	  and	  you	  
meet	  a	   lady,	  you	  will	   feel	   shy	   to	   talk"	   (Male	  Adolescent	   	   from	   late	  adopter	  
facility)	  
Suggestions	  from	  care	  providers	  
Care	  providers	  should	  go	  to	  the	  adolescents	  in	  case	  they	  do	  not	  want	  to	  come	  to	  them	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Adolescents	  might	  find	  it	  difficult	  coming	  to	  health	  facilities	  in	  the	  first	  place,	  as	  
such	  care	  providers	  should	  go	  to	   them	  educate	  them	  about	   the	  services	  available	  and	  
assure	  them	  of	  the	  quality	  of	  care	  available.	  
"Initially,	   you	   see	   when	   they	   were	   coming,	   in	   order	   to	   get	   the	  
adolescents	   to	   come	   to	   your	   hospital,	   they	   even	   feel	   shy	   to	   come,	   so	   their	  
coming	  was	  a	  problem,	  but	  then	  we	  had	  to	  go	  to	  them,	  educate	  them	  and	  
inform	   them	   that	  when	   they	   attend	   the	   hospitals	   or	   they	   come	   in	   for	   our	  
services,	  we	  are	  going	  to	  keep	  them	  specially	  and	  if	  they	  have	  any	  problem,	  
so	  that	  it	  would	  pave	  way	  for	  them	  to	  come	  to	  us	  we	  are	  not	  going	  to	  inform	  
anybody"	  (Male	  Clinical	  Healthcare	  Provider	  from	  early	  adopter	  facility)	  
"And	   the	   adolescents	   too	   they	   don’t	   come,	   so	   I	   have	   to	   go	   to	   the	  
antenatal	  (clinic).	  They	  see	  the	  pregnant	  adolescents	  on	  Friday	  so	  I	  go	  there,	  
interact	  with	  them,	  talk	  to	  them,	  prepare	  their	  minds	  for	  pregnancy,	  delivery	  
and	   that	   kind	   of	   thing,	   and	   breastfeeding,	   that	   kind	   of	   thing,	   I	   do	   it	   for	  
them...but	  me,	  my	  target	  is	  those	  who	  are	  not	  pregnant	  but	  I	  don't	  (get	  to)	  
see	  them..."	  (Female	  Clinical	  Healthcare	  Provider	  from	  late	  adopter	  facility)	  
Care	  providers	  might	  have	  to	  educate	  adults	  as	  well	  about	  the	  needs	  of	  adolescents	  
	  Adults	   in	   the	   community	   do	   require	   education	   on	   the	   care	   provided	   to	  
adolescents	   by	   healthcare	   providers	   and	   reassurance	   that	   such	   care	   would	   not	   be	  
detrimental	  to	  them	  and	  their	  future.	  
"...after	  we	  had	  been	  to	  them	  (adolescents)	  and	  discussed	  with	  them	  
on	  FP	  methods	  and	  other	  things,	  a	  certain	  school	  was	  even	  telling	  them	  not	  
to	  come	  to	  the	  hospital	  and	  they	  were	  threatening	  them	  (adolescents)	  so	  we	  
had	  to	  go	  to...	  these	  teachers	  were	  threatening	  the	  children	  not	  to	  come	  for	  
the	  FP	  methods,	  so	  one	  student	  came	  and	  informed	  us	  that	  we	  had	  given	  her	  
JADELLE	  and	  she	  was	  coming	  to	  remove	  it....	  and	  we	  asked	  why??	  she	  said	  if	  
she	   did	   not	   remove	   it,	   she	   would	   be	   beaten	   by	   the	   teachers,	   because	   the	  
tutors	  are	  saying	  that	  anyone	  who	  had	  come	  to	  do	  the	  FP	  that	  means	  you're	  
not	  a	  good	  child	  and	  that	  you'll	  be	  spoiling	  others,	  so	  if	  they	  don't	  remove	  it,	  
they	  would	  beat	  them	  and	  they	  would	  do	  some	  examination	  on	  their	  arms	  to	  
see	  whether	  they	  had	  done	  such	  a	  procedure.	  so	  we	  had	  to	  go	  to	  the	  school	  
and	   have	   a	   chat	   with	   the	   teachers	   before	   the	   understanding	   came...	   and	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then	   they	  allowed..."	   (Male	  Clinical	  Healthcare	  Provider	   from	  early	  adopter	  
facility)	  
"	   ...especially	   when	   it	   comes	   to	   this	   town.	   Sex	   education,	   some	  
churches	  they	  don’t	  like	  it.	  You	  give	  them	  a	  letter	  to	  go	  requesting	  to	  give	  a	  
talk	  to	  adolescents,	  and	  they	  won’t	  give	  you	  any	  feedback	  as	  to	  whether	  	  you	  
should	   come	   for	   the	   program	   or	   not....	   They	   (the	   community)	   think	   it	   (sex	  
education)	   will	   rather	   spoil	   the	   children..."	   (Female	   Clinical	   Healthcare	  
Provider	  from	  late	  adopter	  facility)	  
Mobilizing	  adolescents	   in	  the	  community	  to	  facilitate	  contact	  and	  communication	  with	  
them	  
	  In	  the	  absence	  of	  adolescents	  in	  health	  committees	  of	  health	  facilities,	  they	  are	  
instead	  being	  mobilized	  into	  clubs	  to	  facilitate	  easier	  contact	  with	  them.	  	  
"...in	   fact	  with	   the	   (health)	  committee,	  we	  don't	  have	   (adolescents),	  
but	  when	  (we	  need	  to	  work	  with	  them)	  we	  go	  to	  the	  adolescent	  groups,	  they	  
also	   have	   their	   teams,	   so	  we	  ask	   them	   to	   form	  a	   group	   then	  we	  use	   their	  
leaders,	  so	  when	  there	  is	  going	  to	  be	  a	  meeting,	  we	  fall	  on	  their	  leaders,	  they	  
will	  organize	  them	  for	  us,	  but	  then	  with	  the	  help	  of	  their	  teachers	  too...	  we're	  
now	   trying	   to	   form	   youth	   clubs	   in	   the	   communities	   using	   the	   tailors,	  
seamstresses	  and	  other	  units"	  (Male	  Clinical	  Healthcare	  Provider	  from	  early	  
adopter	  facility)	  
Collaborating	  with	  other	  health	  facilities	  to	  improve	  resource	  availability	  
	  Health	   facilities	   need	   to	   link	   up	   with	   each	   other	   and	   create	   an	   environment	  
within	  which	  they	  could	  call	  on	  each	  other	  for	  support	  when	  need	  be.	  	  
"At	   times	  we	   run	   short	   of	   it	   and	   if	  we	   run	   short	   and	   they	   (medical	  
stores)	  also	  don't	  have	  then	   it	  means	   ...(giggles)	  but	  normally	  we	  get	  some	  
from	  the	  hospital,	  when	  we	  don't	  get	  it	  from	  the	  DHA,	  we	  get	  some	  from	  the	  
hospital	   (is	   that	   a	   personal	   arrangement	   or	   that's)	   oo..	   it's	   personal	  
arrangement,	   but	   they	   do	   it,	   so	   when	   we	   get	   it	   then	   we	   send	   it	   back	   to	  
them..	  (that's	  good..	  I	  have	  not	  heard	  that	  so	  far)	  at	  times	  too	  when	  they	  are	  
also	   in	   need	   and	   we	   have	   they	   also	   come	   for	   it...	   it's	   a	   personal	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arrangement...	   not	   formal"	   (Female	   Clinical	   Healthcare	   Provider	   from	   late	  
adopter	  facility)	  
	  
Observed	  innovative	  practices	  
The	   research	   team	   made	   some	   observations	   of	   practices	   that	   care	   providers	  
engaged	  in	  to	  make	  care	  provision	  to	  their	  clients	  a	  bit	  easier	  
• Once	  adolescents	  come	  to	  the	  clinic	  for	  care,	  those	  not	  having	  health	  insurance	  are	  
encouraged	  to	  go	  for	  it	  after	  initial	  assessments,	  so	  they	  do	  not	  end	  up	  paying	  out	  of	  
their	  pockets	  
• Care	  providers	  working	  late	  into	  the	  day	  (as	  of	  4:30	  pm)	  and	  taking	  on	  multiple	  roles.	  
• An	   adolescent	   came	   after	   3	   pm	   and	   was	   taken	   care	   of	   by	   the	   midwife	   on	   duty.	  
Someone	  at	  the	  facility	  in	  later	  hours	  of	  the	  day	  to	  cater	  for	  the	  needs	  of	  clients	  
• Once	  an	  adolescent	  client	  was	  noticed	  in	  the	  queue	  with	  older	  clients	  for	  FP	  services,	  
she	  was	   invited	  and	  care	  was	   immediately/	  quickly	  provided	  for	   them	  to	   leave	  the	  
health	  facility	  premises	  
• Due	  to	  lack	  of	  work	  space,	  some	  care	  providers	  did	  history	  and	  other	  record	  taking	  
on	   the	   corridors	   and	   used	   consulting	   rooms	   for	   examinations	   and	   detailed	  
assessments	  
• Staff	  were	  multitasking	  i.e.	  taking	  on	  multiple	  roles	  and	  responsibilities	  	  
• Some	  clients	  received	  consultation	  in	  open	  spaces,	  and	  care	  providers	  tried	  to	  speak	  
to	   clients	   in	   low	   tones	   to	   prevent	   others	   from	   hearing	   the	   interaction	   (difficult	  
though)	  
	  
 4.5.7	   Suggestions	  To	  Improve	  Overall	  Service	  Delivery	  To	  Adolescents	  
Both	  early	  and	   late	  adopter	   facility	  respondents	  made	  suggestions	  on	  how	  to	   improve	  




Increase	  staff	  strength	  
	  Having	  more	  care	  providers	  available	  on	  staff	  could	  improve	  care	  delivery	  at	  the	  
facility	  and	  enhance	  outreach	  programs.	  	  
"	  I	  also	  think	  that,	  in	  this	  hospital,	  it’s	  like	  the	  doctors	  and	  the	  nurses	  
are	  not	  too	  many	  so	  when	  there	  is	  pressure,	  like	  and	  people	  are	  coming	  in	  it	  
is	  like	  they	  doesn’t	  take	  much	  care	  of	  people	  that	  are	  coming	  in,	  when	  there	  
is	   much	   pressure.	   Yes	   (we	   don't	   get	   attention),	   because	   there	   are	   more	  
people	  here.	  So	  I	  think	  there	  should	  be	  more	  doctors	  and	  nurses	  here"	  (Male	  
Adolescent	  from	  early	  adopter	  facility).	  
"Since	  we	  want	  the	  work	  and	  we	  want	  the	  satisfaction	  of	  our	  clients	  
the	  adolescents,	   if	  we	  are	  many	  or	  we	  have	  trained	  staff	  who	  are	  there	  we	  
can	  go	  to	  places,	  but	  because	  we	  are	  few,	  you	  go	  to	  some	  small	  place	  and	  
you	   have	   to	   come	   back	   to	   base,	   but	   if	   you're	  many	  we	   can	   distribute	   and	  
cover	   a	  wider	   area	   seeing	  much	  more	   people..."	   (Male	   Clinical	   Healthcare	  
Provider	  from	  early	  adopter	  facility)	  
Care	  providers	  should	  be	  respectful	  of	  adolescents	  and	  relate	  well	  with	  them	  
The	   healthcare	   provider	   being	   friendly,	   respectful	   and	   nice	   to	   them	   is	   very	  
important	  to	  the	  adolescent	  seeking	  care.	  	  	  
"How	   you	   talk,	   how	   you	   smile,	   how	   you	   ask	   the	   question.	   Like,	   no	  
shouting,	  how	  you	  do..."	  (Male	  Adolescent	  from	  late	  adopter	  facility).	  
"I	  am	  talking	  about	  the	  nurses.	  They	  shouldn’t	  frown	  their	  faces,	  they	  
should	   be	   free	   with	   us	   so	   that	   we	   can	   say	   whatever	   is	   wrong	   with	   us"	  
(Female	  Adolescent	  from	  late	  adopter	  facility).	  
"They	  must	  be	  patient,	  so	   if	  we	  ask	  them	  questions,	  they	  answer	  us	  
well"	  (Female	  Adolescent	  from	  late	  adopter	  facility).	  
"At	  times	  too	  when	  you	  come	  here	  the	  questions	  that	  they	  ask	  you,	  
it’s	   not	   always	   necessary.	   Like,	   a	   friend	   of	   mine	   came	   here	   and	   she	   was	  
asked	  that	  is	  she	  a	  virgin?	  (Laughter)	  And	  the	  person	  said	  that	  she	  will	  never	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come	  to	  this	  hospital	  again.	  Because	  the	  kind	  of	  questions	  that	  they	  ask,	   it	  
makes	   us	   not	   open	   up	   to	   them"	   (Female	   Adolescent	   from	   early	   adopter	  
facility).	  
Care	  providers	  should	  provide	  more	  sex	  education	  
	  Some	  adolescents	  would	  want	  more	  sex	  education	  as	  part	  of	  AFHS	  programs	  as	  
they	  knew	  little	  about	  such	  issues	  earlier	  in	  life	  and	  would	  also	  want	  to	  be	  able	  to	  help	  
others.	  
"I	   think	   there	   should	   be	   more	   sex	   education.	   Because	   I	   quite	  
remember	   when	   I	   was	   a	   kid	   as	   I	   was	   growing	   up	   my	   breasts	   started	  
becoming	  very	  big	  and	  I	  was	  like,	  ei,	  am	  I	  sick.	  (Laughs).	  I	  never	  understood	  
what	  was	  happening.	  Then	  my	  first	  menstruation	  too,	  I	  was	  like,	  what	  is	  this,	  
am	   I	   sick.	   I	   sat	   on	   hot	  water	   thinking	   that	  maybe	   I	   have	   injured	  myself	   or	  
something	   meanwhile	   it	   was	   something	   natural	   so	   I	   think	   more	   sex	  
education"	  (Female	  Adolescent	  from	  early	  adopter	  facility).	  
"...sometimes	  in	  our	  studies,	  group	  studies	  and	  maybe	  class	  studies	  in	  
general,	  when	  it	  gets	  to	  such	  issues	  like	  this	  sex	  education	  and	  maybe	  things	  
concerning	   the	   adolescent	   both	   boys	   and	   girls,	   some	  of	   the	   issues	   are	   just	  
summarized,	  oh	  this	  is	  boys	  stuff	  and	  this	  is	  girls	  stuff.	  There	  are	  some	  things	  
that	   must	   be	   made	   plain	   to	   both	   sexes	   so	   that	   we	   can	   understand	   when	  
things	  are	  changing	  and	  happening.	  Because	   it	   is	  not	  always	   that	   the	  peer	  
girl	   may	   be	   with	   the	   fellow	   girls	   or	   the	   boy	   be	   with	   the	   boys.	   You	   may	  
sometimes	  be	  with	  an	  opposite	  sex	  and	  you	  may	  see	  such	  things	  happening	  
which	  you	  will	  not	  know,	  so	  if	  it	  is	  made	  open	  to	  the	  opposite	  sex	  I	  am	  sure	  it	  
is	  also	  going	  to	  help"	  (Male	  Adolescent	  from	  early	  adopter	  facility).	  
Care	  providers'	  views	  
Creating	  a	  more	  comfortable	  and	  attractive	  environment	  
	  Expanding	   and	   renovating	   the	   health	   facility	   could	   provide	   more	   space	   to	  
enhance	  confidentiality	  and	  make	  the	  venue	  more	  attractive.	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"...yes,	  yes...	  maybe	  we	  need	  expansion,	   so	   that	  we	  can	  get	  privacy	  
because	   we	   don't	   have	   enough	   rooms	   here,	   so	   when	   they	   come	   like	   this,	  
maybe	   somebody	   would	   be	   here	   if	   you	   want	   to	   talk	   with	   the	   person,	   the	  
privacy	   is	   not	   so	   much	   here....	   we've	   seen	   the	   community,	   the	   chiefs	   and	  
elders	  and	  they've	  agreed	  to	  give	  us	  some	  portion	  (of	  land)	  so	  that	  we	  can	  do	  
our	   expansion,	   so	  maybe	  we	   can	  get	   some	  additional	   rooms	  and	   renovate	  
the	   place	   more..	   to	   be	   more	   attractive..."	   (Female	   Clinical	   Healthcare	  
Provider	  from	  late	  adopter	  facility).	  
Healthcare	  providers	  regardless	  of	  divisional	  affiliation	  need	  to	  know	  about	  AFHS	  
Adolescents	   visit	   all	   divisions	   and	   units	   of	   the	   health	   facility,	   as	   such	   care	  
providers	  should	  be	  aware	  of	  their	  needs	  to	  be	  able	  to	  competently	  cater	  for	  them	  
"I	  think	  all	  health	  workers	  should	  have	  some	  knowledge	  about	  taking	  
care	   of	   the	   adolescent,	   apart	   from	   the	   ante-­‐natal	   and	   then	   the	  maternity	  
(units).	   Every	  health	  worker	   should	  at	   least	   know	  something,	  because	   they	  
(adolescents)	  normally	  come	  to	  the	  OPD,	  some	  are	  even	  now	  on	  admission,	  it	  
shouldn’t	  be	  one	  way.	  Everybody	  should	  be	  trained	  so	  that	  we	  all	  have	  the	  
knowledge	   to	   care	   for	   the	   adolescent,	   because	   me	   like	   this	   I	   will	   not	   be	  
everywhere,	   as	   I’m	   here	   I	   taking	   care	   of	   family	   planning	   clients	   too,	   I’m	  
supposed	  to	  go	  to	  ANC	  or	  the	  Maternity.	  But	  I’m	  also	  locked	  here.	  So	  at	  the	  
end	  of	   the	  quarter,	   I	   beg	   them	   (management)	   to	  give	  me	   some	  assistance	  
(with	   staff)	   so	   that	   I	   can	   be	   moving	   around,	   but	   still	   they	   say	   there	   is	   a	  
shortage	   of	   staff	   so,	   I’m	   always	   stuck	   in	   here"	   (Female	   Clinical	   Healthcare	  
Provider	  from	  late	  adopter	  facility).	  
Parental/	  community	  involvement	  in	  care	  of	  adolescents	  
	  Parents	  and	  the	  community	  should	  be	   interested	   in	  caring	  for	  adolescents	  and	  
ask	  for	  help	  when	  they	  need	  it	  from	  care	  providers	  at	  the	  facility	  
"the	   community	   members,	   especially	   the	   parents	   must	   also	   be	  
involved,	   they	   should	   appreciate	   what	   we	   are	   doing,	   when	   things	   are	  
happening	  between	  and	  then	  their	  youth	  in	  the	  house,	   if	  anything	  they	  can	  
consult	   us	   so	   that	   we	   invite	   them	   and	   counsel	   them..."	   (Male	   Clinical	  




CHAPTER	  V:	  	  CONCLUSIONS	  
 5.1	   Summary	  
 5.1.1	   Overview	  of	  Area	  Investigated	  
The	   study	   set	   forth	   to	   investigate	   the	   effect	   of	   AFHS	   implementation	   on	   care	  
delivery	   to	   adolescents	   within	   health	   facilities	   in	   two	   administrative	   districts	   of	   the	  
Eastern	  Region	  of	  Ghana;	  the	  Akwapim	  North	  and	  the	  Akwapim	  South	  District.	  Over	  the	  
course	   of	   the	   study	   most	   of	   the	   terrain	   of	   the	   districts	   was	   covered	   as	   the	   health	  
facilities	  visited	  were	  scattered	  across	  the	  length	  and	  breadth	  of	  both	  districts.	  	  
This	   study	   was	   carried	   out	   between	   August	   and	   December,	   2012	   after	   the	  
investigators	   received	   the	   approval	   of	   the	   Drexel	   University's	   Office	   of	   Regulatory	  
Research	  Compliance	  and	  that	  of	  the	  Ghana	  Health	  Service	  Ethical	  Review	  Committee.	  It	  
was	  anticipated	  that	  a	   total	  of	  16	  health	   institutions	  would	  be	  visited	  out	  of	  which	  15	  
were	   successfully	   visited	   at	   the	  end	  of	   the	   study.	   The	   institutions	  were	  made	  up	  of	   9	  
early	   adopters	   (those	   who	   had	   received	   intensive	   AFHS	   training	   and	   working	   over	   a	  
sustained	   period	   to	   transform	   their	   facility	   towards	   AFHS)	   and	   7	   late	   adopters	   (those	  
who	   had	   not	   received	   intensive	   AFHS	   training	   and	   are	   "lagging	   behind"	   on	   AFHS	  
implementation).	  Five	   (5)	  of	   the	  health	   facilities	  were	   located	   in	  urban	  areas,	  whereas	  
the	  rest	  were	  rurally	  located.	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The	   target	   population	  of	   the	   study	   included	  healthcare	  providers,	   adolescents,	  
community	   representatives	   among	   others.	   The	   study	   also	   reviewed	   checklists	   of	  
documents	  on	  services	  provided	  to	  adolescents	  as	  well	  as	  checklists	  on	   infrastructure,	  
equipment,	  drugs	  and	  other	  logistics	  requisite	  for	  service	  delivery	  to	  adolescents.	  	  
 5.1.2	   How	  the	  Study	  Was	  Conducted	  
The	   study	   design	   was	   cross-­‐sectional	   and	   it	   employed	   multiple	   sources	   of	  
information	   including	   a	   review	   of	   documents	   on	   service	   provision	   to	   adolescents,	  
documents	  on	  infrastructure,	  equipment	  and	  other	  supplies;	  interviewing	  heads	  of	  AFHS	  
facilities,	   clinical	   and	   non-­‐clinical	   staff,	   community	   representatives,	   performing	   focus	  
group	  discussions	  with	   adolescents	   and	  observing	  provider-­‐	   adolescent	   interactions	   in	  
the	  consulting	  rooms	  of	  the	  health	  facilities.	  	  
The	  fieldwork	  began	  with	  a	  team	  of	  5	  researchers	  and	  ended	  with	  3	  as	  the	  other	  
two	  had	  to	  leave	  for	  other	  assignments.	  At	  the	  beginning	  of	  each	  working	  day,	  the	  team	  
drove	   several	   miles	   to	   the	   designated	   health	   facility	   for	   that	   day	   and	   after	   assessing	  
their	  staff	  strength	  decided	  on	  the	  number	  of	  persons	  to	  be	  interviewed,	  the	  provider-­‐
adolescent	   interactions	   to	   be	   observed	   and	   which	   checklists	   to	   fill	   out.	   Prior	   to	  
interviewing	   any	   study	   participant,	   two	   informed	   consent	   forms	   were	   signed	   and	  
endorsed	  by	  the	  co-­‐investigator	  of	  the	  project,	  after	  the	  participant	  had	  been	  educated	  
on	  the	  essence	  of	  the	  study	  and	  their	  questions	  answered	  to	  their	  satisfaction.	  Over	  the	  
course	   of	   the	   study,	   no	   participants	   opted	   out	   because	   they	   did	   not	  wish	   to	   sign	   the	  
informed	  consent	  forms.	  The	  health	  facilities	  visited	  were	  very	  cooperative,	  the	  research	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team	   was	   welcomed	   to	   each	   facility	   and	   regardless	   of	   their	   busy	   schedules,	   staff	  
dedicated	  adequate	  times	  to	  respond	  to	  our	  questions.	  	  
The	  focus	  group	  interviews	  with	  adolescents	  were	  carried	  out	  at	  the	  tail	  end	  of	  
the	   study.	   It	  was	  evident	   from	  going	   round	   the	  health	   facilities	   that	  adolescents	  were	  
not	  part	  of	  hospital	  committees,	  as	  such	  the	  team	  had	  to	  call	  on	  groups	  of	  adolescents	  
from	  two	  educational	  institutions	  in	  both	  districts	  for	  the	  focus	  group	  discussion.	  	  
Prior	   to	  beginning	  the	  study,	   the	  month	  of	   July	  was	  spent	  on	  community	  entry	  
procedures.	  Aside	  the	  stress	  of	  long	  travels	  each	  day,	  the	  study	  provided	  an	  opportunity	  
to	   come	   in	   touch	   with	   people	   working	   on	   the	   frontline	   of	   healthcare	   delivery	   in	  
communities	   of	   Ghana,	   learning	   from	   their	   experiences,	   which	   they	   were	   willing	   to	  
share	  to	  enhance	  care	  to	  the	  adolescent	  client.	   It	  was	  a	  great	   learning	  experience,	   for	  
which	  the	  research	  team	  is	  very	  appreciative	  of.	  	  
The	  information	  gathered	  in	  the	  field	  provided	  qualitative	  and	  quantitative	  data	  	  
that	  was	  analyzed,	  presented	  as	  results	  in	  the	  earlier	  section	  and	  summarized	  below.	  	  
 5.1.3	   Summary	  Of	  Major	  Findings	  	  	  
Health	  facilities	  identified	  as	  early	  adopters	  had	  significantly	  higher	  AFHS	  
implementation	  levels	  compared	  to	  late	  adopters,	  and	  this	  did	  not	  vary	  by	  
urban	  or	  rural	  location.	  	  
On	   the	   whole,	   the	   introduction	   of	   AFHS	   resulted	   in	   improvements	   of	   AFHS	  
implementation	  characteristics	  among	  early	  than	  the	  late	  adopters.	  The	  implementation	  
characteristics	  of	  equity,	  effectiveness	  and	  appropriateness	  were	  enhanced	  to	  a	  higher	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extent	  among	   the	  early	  as	   compared	   to	   the	   late	  adopters.	  Urban	  or	   rural	   locations	  of	  
facilities	  did	  not	  influence	  implementation	  outcomes.	  	  
 Organizational	  characteristics	  of	  capacity	  building,	  logistics	  monitoring,	  
and	  clinical	  care	  infrastructure,	  were	  significantly	  associated	  with	  AFHS	  
implementation,	  and	  this	  did	  not	  vary	  by	  urban	  or	  rural	  location.	  	  
The	   organizational	   characteristic	   of	   clinical	   care	   infrastructure	   positively	  
impacted	  on	   the	   implementation	   characteristics	  of	   appropriateness,	   effectiveness	   and	  
overall	   AFHS	   implementation;	   logistic	   monitoring	   positively	   impacted	   on	   the	  
implementation	  characteristic	  of	  appropriateness;	  and	  capacity	  building	  had	  a	  positive	  
impact	  on	  the	  implementation	  characteristic	  of	  effectiveness.	  There	  were	  however,	  no	  
variations	  in	  organizational	  characteristics	  by	  virtue	  of	  adoption	  (early	  or	  late	  adopters)	  
or	  location	  (urban	  or	  rural).	  
 Major	  barriers	  to	  AFHS	  implementation	  included	  care	  provider	  
attitude/behavior	  towards	  adolescents,	  unavailable	  work	  resources,	  health	  
care	  costs	  (to	  adolescents	  &	  facilities)	  and	  community	  attitudes	  about	  SRH	  
services	  like	  family	  planning	  to	  adolescents.	  	  
Harsh	   treatment	   of	   adolescents	   by	   care	   providers	   prevents	   them	   from	   coming	  
for	   services.	   The	   non	   availability	   of	   logistics	   such	   as	   diagnostic	   kit,	   medications,	   etc.	  
required	  to	   follow	  guidelines	  of	  care	  do	  adversely	  affect	  adherence	  to	  AFHS	  concepts.	  
The	   high	   cost	   of	   care	   and	   health	   insurance	   not	   covering	   all	   costs	   of	   care	   do	   inhibit	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adolescents	  willingness	  to	  access	  care.	  Delays	  in	  reimbursements	  of	  funds	  by	  the	  health	  
insurance	  scheme	  to	  health	  facilities	  adversely	  affects	  their	  capacity	  to	  provide	  services.	  
Parents/	  adults	  in	  the	  community	  resist	  the	  provision	  of	  some	  sexual	  and	  reproductive	  
health	   services	   such	   as	   family	   planning	   to	   adolescents,	   viewing	   them	   as	   having	   the	  
potential	   to	   corrupt	   them.	   Respondents	   belonging	   to	   late	   adopter	   health	   facilities	  
commented	  much	  more	  on	   the	  barriers	   to	   care	   delivery	   than	   respondents	   from	  early	  
adopter	  facilities.	  	  
 5.2	   Discussion	  
 	  5.2.1	   Interpretation	  of	  Major	  Findings	  
 The	  Ghana	  MOH	  initiative	  to	  transform	  the	  system	  of	  care	  towards	  AFHS	  is	  
working,	  but	  transformation	  takes	  time,	  as	  early	  adopters	  have	  higher	  rates	  
of	  implementation	  than	  late	  adopters.	  
AFHS	   implementation	   characteristics	   showed	   significant	   improvements	   among	  
the	  early	  as	  compared	  to	  the	  late	  adopter	  health	  facilities.	  Though	  changes	  were	  found	  
in	  all	  characteristics,	  statistically	  significant	  changes	  occurred	  in	  equity,	  appropriateness,	  
effectiveness	  and	  overall	  AFHS	  implementation,	  but	  not	  acceptability	  and	  accessibility.	  	  
Health	   facilities	   across	   the	   implementation	   divide	   possibly	   had	   similar	  
environments	   of	   acceptability	   and	   accessibility,	   resulting	   in	   them	   not	   changing	  
significantly.	   Acceptability	   and	   accessibility	   were	   the	   highest	   and	   lowest	   scoring	  
characteristics	   respectively.	  This	   created	   the	   impression	   that	   some	  other	   factors	  aside	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AFHS	   implementation	   might	   be	   influencing	   their	   outcomes;	   a	   situation	   that	   calls	   for	  
some	  further	  study.	  The	  study	  determined	  that	  location	  does	  not	  influence	  the	  outcome	  
of	  AFHS	   implementation,	   a	  welcome	  observation	   that	   implies	   that	   once	   the	   tenets	   of	  
the	  program	  are	  adhered	  to	  its	  impact	  would	  be	  felt.	  
	  
 AFHS	  implementation	  is	  supported	  by	  organizational	  change	  to	  capacity	  
building,	  logistics	  monitoring,	  and	  clinical	  care	  infrastructure	  changes	  	  
This	   study	   identified	   organizational	   characteristics,	   which	   form	   the	   basis	   of	  
operations	   in	   health	   facilities	   as	   being	   supportive	   of	   AFHS	   implementation	  
characteristics	  that	  are	  the	  components	  of	  the	  WHO	  framework	  on	  AFHS	  (WHO,	  2001;	  
WHO,	   2002a;	   Tylee	   et	   al.,	   2007).	   The	   organizational	   characteristic	   of	   clinical	   care	  
infrastructure	   had	   a	   positive	   impact	   on	   the	   implementation	   characteristics	   of	  
appropriateness,	   effectiveness	   and	   overall	   AFHS	   implementation.	   Logistic	   monitoring	  
positively	   impacted	  on	   the	   implementation	   characteristic	  of	   appropriateness.	  Capacity	  
building	   positively	   influenced	   effectiveness.	   Adoption	   of	   AFHS	   did	   not	   influence	   the	  
organizational	   characteristics.	   This	   could	   possibly	   be	   due	   to	   the	   fact	   that	   they	   are	  
inherent	  characteristics	  of	  existing	  health	  facilities	  and	  are	  least	  influenced	  by	  the	  AFHS	  
program.	  The	  WHO	  recommends	  incorporating	  AFHS	  services	   into	  already	  existing	  and	  
functioning	  health	  facilities	  (WHO,	  2003C;	  WHO,	  2013),	  a	  concept	  that	  is	  justified	  based	  
on	   this	   observation.	   Such	   an	   approach	   could	   have	   cost	   and	   human	   resource	  
implications-­‐	   reducing	   organizational	   costs	   on	   already	   strained	   health	   budgets	   of	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developing	  countries	  and	  staff	  could	  imbibe	  qualities	  that	  end	  up	  being	  useful	  to	  other	  
clients	  aside	  adolescents	  (WHO,	  2003C).	  	  
 AFHS	  implementation	  may	  be	  impeded	  by	  care	  provider	  attitudes,	  
resources	  required	  for	  work,	  health	  care	  costs,	  and	  community	  attitudes.	  
Potential	   barriers	   to	   AFHS	   identified	   in	   this	   study	   had	   also	   been	   observed	   in	  
some	  previous	  studies.	  The	  hostile	  treatment	  of	  adolescents	  is	  known	  to	  prevent	  them	  
from	  seeking	  care	  (Wood	  and	  Jewkes,	  2006;	  Thu,	  Ziersch	  &Hart,	  2007;	  Tylee	  et	  al.,	  2007;	  
Enuameh	  et	  al.,	  2012).	  The	  lack	  of	  logistics	  such	  as	  medications	  and	  diagnostic	  kits	  at	  the	  
facility	   prevent	   care	   providers	   from	   adhering	   to	   protocols	   and	   guidelines	   for	   care	  
provision	  (Hallfors	  &	  Godette,	  2002;	  Tylee	  et	  al.,	  2007).	  The	  resistance	  of	  adults	  to	  some	  
sexual	   and	   reproductive	   health	   services	   such	   as	   family	   planning	   for	   adolescents	  
(Flaherty	  et	  al.,	  2005;	  UNFPA,	  2005;	  Mkhwanazi,	  2010;	  Enuameh	  et	  al.,	  2012)	  prevents	  
them	  from	  accessing	  them.	  Financial	  constraints	  on	  the	  part	  of	  adolescents	  in	  terms	  of	  
being	  unable	  to	  pay	  for	  care	  and	  health	  insurance	  not	  covering	  some	  forms	  of	  care	  for	  
those	   with	   health	   insurance	   (Awusabo-­‐Asare	   et	   al.,	   2006;	   Kumi-­‐Kyereme,	   Awusabo-­‐
Asare	  &	   Biddlecom,	   2007;	   Enuameh,	   2004;	   Tylee	   et	   al.,	   2007;	  WHO,	   2002)	   influences	  
their	  ability	  to	  receive	  care	  from	  health	  facilities.	  Institutions	  such	  as	  the	  National	  Health	  
Insurance	   Scheme	   do	   delay	   reimbursing	  moneys	   spent	   to	   health	   facilities,	   preventing	  
them	   from	  being	   able	   to	  procure	  needed	   supplies	   and	  pay	   for	   services	   (WHO,	  2002a,	  
IOM/	  NRC,	  2008),	  resulting	  in	  them	  being	  unable	  to	  provide	  care	  to	  adolescents.	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These	   findings	  were	  mirrored	   in	   the	   results	   from	   the	   qualitative	   study,	   where	  
study	   participants	   from	   late	   adopter	   health	   facilities	   commented	   much	   more	   on	  
obstacles	  to	  care	  than	  respondents	  from	  early	  adopter	  facilities.	  This	  situation	  could	  be	  
explained	   by	   the	   fact	   that	   respondents	   from	   late	   adopter	   health	   facilities	   were	  
experiencing	  more	  obstacles	  as	  they	  had	  not	  yet	  made	  accessibility	  changes	  related	  to	  
AFHS	  implementation.	  	  
 5.2.2	   Limitations	  
• The	   sample	   size	   of	   health	   facilities	   used	   for	   the	   study	   was	   not	   large	   enough	   to	  
attempt	  multivariate	   analysis	   and	   to	   define	   any	   causal	   relationships	   between	   the	  
defined	  characteristics.	  
• The	   small	   sample	   size	   could	   have	   contributed	   to	   the	   intervention	   not	   having	  
statistically	   significant	   impacts	   on	   some	   outcomes	   such	   as	   accessibility	   and	  
acceptability.	  	  
• Multivariate	  analysis	  were	  not	  conducted	  due	  to	  the	  limitations	  in	  sample	  size.	  As	  a	  
result,	  we	  were	  unable	  to	  account	  for	  potential	  confounding	  variables.	  	  
• There	  were	  efforts	  to	  include	  as	  much	  diverse	  stakeholders	  in	  AFHS	  as	  possible,	  but	  
in	   some	   facilities	   due	   to	   the	   unavailability	   of	   some	   group	   of	   persons	   there	   were	  
shortfalls	  in	  the	  final	  numbers.	  
• Respondents	  in	  the	  study	  self	  reported	  most	  of	  what	  was	  documented,	  as	  such	  recall	  
bias	   and	   occasionally	   trying	   to	   please	   the	   research	   team	   could	   influence	   some	  
information	  gathered	  from	  them.	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 5.3	  	   Recommendations	  
 5.3.1	   Implications	  for	  Practice	  and	  Policy	  
 Continue	  to	  support	  the	  MOH	  initiative	  to	  transform	  system	  towards	  AFHS	  
With	  the	  visible	  changes	  the	  AFHS	  program	  is	  making	  to	  care	  delivery,	   it	  would	  
be	  recommended	  that	  the	  MOH	  initiative	  to	  extend	  the	  program	  across	  the	  length	  and	  
breadth	   of	   Ghana	   is	   a	   laudable	   one	   and	   must	   be	   pursued	   even	   further.	   The	   Family	  
Health	  Department	  of	  the	  GHS	  (under,	  which	  the	  ADHD	  unit	  that	  facilitates	  adolescent	  
programs	  operates)	  should	  be	  well	  equipped	  to	  further	  this	  noble	  objective.	  
	  
 Enhance	  Training	  and	  technical	  assistance	  programs	  geared	  to	  capacity	  
building,	  logistics	  monitoring,	  and	  clinical	  care	  infrastructure	  changes;	  and	  
set	  up	  system	  to	  monitor	  implementation	  in	  order	  to	  track	  progress.	  
To	  improve	  the	  capacity	  of	  health	  facilities	  in	  their	  care	  for	  adolescents,	  the	  MOH	  
must	  introduce	  the	  AFHS	  program	  into	  all	  health	  facilities	  especially	  the	  established	  and	  
functional	   health	   facilities,	   as	   they	   have	   the	   basic	   organizational	   structures/	  
characteristics	   to	   assimilate	   and	   facilitate	   the	   changes	   to	   be	   brought	   about	   by	   the	  
program.	   All	   staff	   of	   health	   facilities	   regardless	   of	   divisional	   affiliation	   should	   receive	  
training	   and	   refresher	   programs	   at	   regular	   intervals	   to	   keep	   them	   up	   to	   date	   with	  
current	  evidence	  in	  the	  area.	  Training	  sessions	  should	  incorporate	  relevant	  programs	  to	  
build	  on	  staff	  and	  institutional	  organizational	  characteristics	  within	  the	  health	  facilities.	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A	  system	  of	  monitoring	  implementation	  with	  the	  involvement	  of	  all	  stakeholders	  should	  
also	  be	  put	  in	  place	  to	  enhance	  the	  effectiveness	  of	  delivery.	  	  
 Work	  with	  health	  care	  professional	  organizations	  to	  change	  provider	  
attitudes;	  ensure	  resources	  are	  available;	  work	  with	  community	  leaders	  to	  
change	  community	  attitudes;	  work	  with	  health	  insurers	  to	  change	  policies.	  	  
To	   overcome	   barriers	   to	   AFHS	   implementation	   and	   improve	   adherence,	   care	  
providers	  should	  be	  educated	  on	  the	  relevance	  of	  treating	  the	  adolescent	  with	  respect.	  
Adults	  require	  education	  on	  the	  needs	  of	  adolescents	  to	  help	  change	  their	  attitudes	  to	  
them,	   and	   be	   involved	   in	   adolescents'	   care	   processes.	   Requisite	   supplies	   and	   other	  
logistics	   should	  be	  available	   to	  health	   facilities	   at	   all	   times,	   to	  enable	   them	  adhere	   to	  
guidelines	   and	   protocols	   of	   care	   delivery	   to	   adolescents.	   The	   leadership	   of	   the	   GHS	  
through	  the	  MOH	  should	  encourage	  the	  National	  Health	  Insurance	  Scheme	  to	  review	  its	  
policies	   on	   reimbursement	   of	   funds	   to	   health	   facilities	   to	   make	   them	   regular	   and	  
practical	  to	  the	  needs	  of	  health	  facilities.	  
 5.3.2	   Implications	  for	  Future	  Research	  
Further	   investigate	   the	   factors	   contributing	   to	   the	   low	   outcomes	   for	   the	  
implementation	  characteristic	  of	  effectiveness	   in	  early	  adopter	   facilities.	  Although	   this	  
could	  be	  due	  to	  the	  small	  sample	  size,	  further	  investigate	  the	  reasons	  why	  no	  significant	  
differences	   were	   identified	   between	   acceptability	   and	   accessibility	   in	   early	   and	   late	  
adopter	  health	  facilities.	  The	  organizational	  and	  implementation	  characteristics	  could	  be	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further	   refined	   and	   standardized	   to	   serve	   as	   measures	   of	   the	   output	   of	   AFHS	   care	  
delivery.	  Finally,	  the	  study	  could	  be	  expanded	  over	  much	  more	  districts	  in	  the	  country	  to	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APPENDIX	  A:	  DATA	  COLLECTION	  MODULES	  
	  
DREXEL UNIVERSITY SCHOOL OF PUBLIC HEALTH, PHILADELPHIA, PA: GHANA AFHS EVALUATION STUDY 
MODULE 1: CHECKLISTS OF DOCUMENTS IN HEALTH FACILITIES 
 
Instructions to Assessing Individual  
The Document Review should be filled with the assistance of the AFHS clinic Manager/Supervisor or someone 
nominated by them.   
Ask the Manager/ Supervisor politely to provide you with all available documents on the Checklist. Each document 
needs to be reviewed, if a document does not contain the information required, interview the Manager/ Supervisor to 
determine if the information can be obtained from any other document and then record the source of the information.  
Responses to questions should be according to the 2 formats below;  
Either (i) to a scale of 1 to 5 as follows:  
1. Strategy not implemented (Not) 
2. Few elements of the strategy implemented (Few) 
3. Some elements of the strategy implemented (Some) 
4. Most elements of the strategy implemented (Most) 
5. Strategy fully implemented (Fully) 
Or (ii) to the dichotomous response  
0. No/ Strategy not implemented (No) 
1. Yes/ Strategy implemented (Yes) 
 
1. Introduction  
1.0 Name of assessing individual   
1.1 Health facility code   -   -    FacCode 
1.2 Date of assessment   -   -   AssessDate 
 
2. Organizational profile of facility 
 No Yes  
2.1 Facility’s organizational profile is available 0 1 FacOrgProf 
2.2 Staff hierarchy noted in organizational profile 0 1 HierOfStaff 
2.3 Staff responsibility stated in organizational profile 0 1 StaffResp 
2.4 Organizational profile is revised annually 0 1 ProfRevised 
2.5 Staff list is available 0 1 StaffList 
2.6 Staff list has name of all facility staff 0 1 StaffNames 
2.7 Work & leave schedules of staff are documented 0 1 WorkLeave 
2.8 Assumption of duty, job description with roles & responsibilities of all 
staff documented 
0 1 AssumDuty 




3. Profile of adolescents in the community 
 No Yes  
3.1 Profile of adolescents in the community 0 1 AdolProfile 
3.2 Profile contains number and proportion of adolescents based on 
gender 
0 1 NumbProp 
3.3 Profile contains educational levels of adolescents 0 1 EducLevel 
3.4 Profile contains basic health statistics of adolescents (SRH, malaria, 
HIV, dental health, etc) 
0 1 HealthStats 
3.5 Profile contains list of educational facilities in community (Schools, 
Libraries, etc.) 
0 1 EdnFacilities 
3.6 Profile documents recreational facilities in the community 0 1 RecFacilities 
3.7 Profile documents organizations serving adolescents and their contact 
details 
0 1 AdolOrgan 
3.8 Profile has health information aggregated by age ranges (5-9; 10-14; 
15-19; 20-24 years) 
0 1 AggHlthInf 
 
4. Clinic service plan for adolescents 
 No Yes  
4.1 Service delivery plan for adolescents at the facility 0 1 ServPlan 
4.2 Clinic operation hours clearly stated 0 1 ClinOpHrs 
4.3 Services provided for adolescents clearly stated 0 1 AdolServ 
4.4 Schedule (weekly/monthly/quarterly) of staff managing clinic 0 1 StaffSched 
4.5 Responsibilities of staff on duty and supervisor 0 1 StaffDuty 
 
5. Records of activities of the facility  
 No Yes  
5.1 Records on health activities within and outside health facility 0 1 HlthActRecd 
5.2 Records document venue of activity 0 1 ActVenue 
5.3 Records define target population of activity 0 1 TargPopln 
5.4 Records define type of activity (educational, service provision, etc.) 0 1 ActivType 
5.5 Records show period of activity (Daily, Weekly, Monthly, Quarterly, 
Yearly) 
0 1 ActivPeriod 
5.6 Total number of clinic visits, new visits, revisits 0 1 ClinVisits 
5.7 Information education and counselling (IEC) delivered 0 1 IEC 
5.8 Distribution/ Utilization of IEC materials 0 1 IECMats 
5.9 Tests (HIV/STI/Pregnancy/Malaria/HBV, etc) performed 0 1 Tests 
5.10 Treatments provided for health conditions 0 1 Treatment 
5.11 Family planning methods administered 0 1 FamPlan 
5.12 Contraceptives and other supplies 0 1 Contracep 
5.13 Information on screening (HIV, STI, Hepatitis B, Dental, Eye, etc.) 0 1 ScreenInfo 
5.14 Information on immunization (Hepatitis B, etc.) 0 1 ImmunInfo 
5.15 Information on nutritional or other supplementation 0 1 NutriInfo 
 
6. Documents on rights (including SRH) of adolescents 
 No Yes  
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6.1 Policy documents on the rights of adolescents available 0 1 DocAvail 
6.2 Policy documents on the rights of adolescents accessible 0 1 DocAccess 
6.3 Documents state the rights and responsibilities of young people 0 1 RightResp 
6.4 Minimum Adolescent Health Service Package or Essential Service 
Package (ESP) available and accessible 
0 1 ESPAccess 
 
7. Infection prevention protocols/ guidelines 
 No Yes  
7.1 Infection prevention protocols/guidelines available 0 1 InfPrevAvail 
7.2 Infection prevention protocols/guidelines utilized 0 1 InfectPrev 
7.3 Hand-washing guidelines 0 1 WashGuid 
7.4 Guidelines on wearing and use of gloves 0 1 GloveGuid 
7.5 The use and disposal of sharps 0 1 SharpDisp 
7.6 Waste disposal protocols 0 1 WasteDisp 
7.7 Protocols and records on cleaning of instruments and other clinic 
utilities 
0 1 CleanInstrum 
7.8 Protocols and records on sterilization of instruments and other clinic 
utilities 
0 1 Steriliz 
 
8. Inventories/order forms for drugs 
 No Yes  
8.1 Inventories/ order forms for drugs available 0 1 InventoryDr 
8.2 Forms for drugs are legible 0 1 FormLegDr 
8.3 Forms for drugs are up-to-date and complete 0 1 FormCompDr 
 
9. Inventories/order forms for other supplies and test-kits 
 No Yes  
9.1 Inventories/ order forms for other supplies and test-kits available 0 1 InventoryOth 
9.2 Forms for other supplies and test-kits are legible 0 1 FormLegibOt 
9.3 Forms for other supplies and test-kits are up-to-date and complete 0 1 FormCompOt 
 
10. Inventories/order forms for equipment 
 No Yes  
10.1 Inventories/ order forms for equipments available 0 1 InventoryEq 
10.2 Forms for equipments are up-to-date 0 1 EquipForm 
10.3 Inventories available for maintaining/servicing equipment 0 1 MaintInvent 
10.4 Inventories available for repairing equipment 0 1 RepairInvent 
 
11. Infrastructural management logs 
 No Yes  
11.1 Documents on procurements for infrastructural development and 
maintenance 
0 1 ProcureDocs 
11.2 Logs of materials involved in refurbishing or constructing facility 0 1 MaterialLogs 
11.3 Records of cost involved in refurbishing or constructing facility 0 1 RefurbCost 
 
12. IEC material inventory/order forms 
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 No Yes  
12.1 Inventories available for IEC materials 0 1 IECInventory 
12.2 Ordering/ Purchasing forms are available 0 1 OrderForms 
12.3 Stocktaking forms are available 0 1 StockForms 
 
13. Guidelines/protocols for service provision under essential service package (ESP) 
 No Yes  
13.1 Guidelines for services based on ESP available 0 1 ServGuides 
13.2 Protocols on Information and Education on Adolescent Health 0 1 IEProtocols 
13.3 Protocols for counselling towards behavior change and risk avoidance 
in adolescence 
0 1 ConsellProt 
13.4 Protocols on Adolescent Reproductive Health 0 1 ARHProtocols 
13.5 Protocols on contraceptive services 0 1 ContraProt 
13.6 Protocols on pregnancy care 0 1 PregCareProt 
13.7 Protocols on abortion care 0 1 AbortProt 
13.8 Protocols on HIV/AIDS Management 0 1 HIVAIDSProt 
13.9 Guidelines for Health Screening of Adolescent Females 0 1 FemScreen 
13.10 Guidelines for Health Screening of Adolescent Males 0 1 MaleScreen 
13.11 Guidelines on Adolescent Nutrition 0 1 NutriGuide 
13.12 Non-Communicable Disease management guidelines in Adolescence 0 1 NonComm 
13.13 Protocols on Mental Health Care including substance use 0 1 MentHlth 
13.14 Guidelines on management of injuries 0 1 InjMgt 
13.15 Protocols on Life Skills program administration 0 1 LifeSkills 
13.16 Protocols on livelihood skills program 0 1 LiveSkills 
13.17 Protocols on Self care skills administration 0 1 SelfCare 
13.18 Protocols on Leadership skills administration 0 1 Leadership 
 
14. Essential drug list (EDL) 
 No Yes  
14.1 EDL available 0 1 EDLAvail 
14.2 EDL utilized 0 1 EDLUtilz 
14.3 Most recent version of EDL 0 1 EDLVersn 
14.4 EDL copies available in each consulting room 0 1 EDLInCR 
 
15. Clients register for clinic visits (Look at OPD records book and corresponding OPD cards of previous day/ 
week) 
NB!! Check number done against overall 
patients seen!! 
Level of implementation  
 Not Few Some Most Fully  
15.1 Clients registered on each visit 1 2 3 4 5 ClientReg 
15.2 Date of visit 1 2 3 4 5 DOV 
15.3 Client name or identification 1 2 3 4 5 ClientID 
15.4 Sex or gender of client 1 2 3 4 5 ClientGender 
15.5 Age of client 1 2 3 4 5 ClientAge 




16. Referral system (Check list of referral institutions and blank referral forms) 
 No  Yes   
16.1 List of referral institutions with addresses and contact person 0 1 RefInstn 
16.2 Types of service the referral facilities provide 0 1 Serv 
16.3 Referral forms available 0 1 RefForms 
16.4 Referral forms have date of referral of client 0 1 DORef 
16.5 Referral forms have identity/ name of client 0 1 IDClient 
16.6 Forms document Sex/ Gender of client 0 1 Gender 
16.7 Referral forms record condition necessitating referral 0 1 RefCondn 
16.8 Referral forms document age of referred client 0 1 AgeClient 
16.9 Forms have brief history, examination and findings of 
investigations 
0 1 HxExam 
 
17. Staff training and development (File of staff training) 
 Level of implementation  
 Not Few Some Most Fully  
17.1 Staff training and developmental plan 1 2 3 4 5 TrainDevPlan 
17.2 Staff training and developmental needs 
assessed periodically 
1 2 3 4 5 TrainDevAss 
17.3 Future training needs of staff 
considered 
1 2 3 4 5 FutTrainNeed 
17.4 Records of staff training and 
development 
1 2 3 4 5 TrainDevRecd 
17.5 In-Service Training Activities 1 2 3 4 5 InservTrain 
17.6 External Training Activities 1 2 3 4 5 ExternTrain 
17.7 Budgets and costs of training activities 1 2 3 4 5 TrainCost 
 
18. Ten Client Files for Review  
Instruction: Select ten adolescent client files covering all attending care providers. Review a recent case history from 
each file. For each category in the table below, use the scale below to enter the appropriate number reflective of the 
information provided in the patients’ file into the column under each case number.  
For the table below, write in each box either “0” or “1” as per information provided in the case history based on the 
dichotomous response: 0. No/ Strategy not implemented (No) or 1. Yes/ Strategy implemented (Yes) 
 
Type of information File Number 
 1 2 3 4 5 6 7 8 9 10  
a. Age            Age  
b. Sex            Sex  
c. Date            DOV 
d. Diagnosis            Dz 
e. Referral needed           Refer 
f. Referral made           Referm 
g. Behavior risk assessment 
completed during 1st visit  
          Risk Ass 
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For the table below, use the scale of 1 to 5 as follows:  
1. Strategy not implemented (Not) 
2. Few elements of the strategy implemented (Few) 
3. Some elements of the strategy implemented (Some) 
4. Most elements of the strategy implemented (Most) 
5. Strategy fully implemented (Fully) 
 
*For types of cases reviewed, use the coding as follows:  
1-Antenatal; 2-Post-natal; 3-Family planning; 4-ICE; 5-Counselling; 6-Abortion; 7-Post abortion Care; 8-STI; 9-UTI; 10-




Type of information File Number 
 1 2 3 4 5 6 7 8 9 10 Codes  
h. Patient’s presenting complaint            PresCo 
i. Patient’s relevant history            RelHx 
j. Social History            SocHx 
k. Physical Examination (Relates 
to presenting complaint & Service 
guidelines)  
          PhysEx 
l. Results of investigations/lab 
tests (based on presenting 
complaint & service guidelines)  
          Invest 
m. Treatment provided as stated 
by ESP/ EDL 
          Rx 
*Type of cases reviewed           CasTyp 
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Module 2: Checklists of Infrastructure, Equipment, Supplies, Other Logistics 
 
Instructions for Assessing Individual 
The Assessing Individual should walk around and observe the clinic and its immediate environment. Please call for the 
assistance of a member of staff in instances when there is the need for more information. 
Responses to questions should be according to the format below:  
0. No/ Strategy not implemented (No) 
1. Yes/ Strategy implemented (Yes) 
 
1. Introduction  
0.0 Name of assessing individual   
1.1 Health facility code   -   -    FacCode 
1.2 Date of assessment   -   -   AssessDate 
 
2. Facility Policy and Practice Guidelines Relating to Adolescents 
 No Yes  
2.1 Documents pertaining to clients’ rights and other relevant informational 
documents are openly displayed 
0 1 ClieRiteDoc 
2.2 The above documents in a language comprehensible to clients 0 1 DocCompr 
2.3 The documents are self-explanatory and the information easily assimilated 0 1 DocExpl 
 
3. Physical Environment of the Facility 
 No Yes  
3.1 Privacy/confidentiality in consulting/counseling/examination rooms is 
maintained 
0 1 ConfidenER 
3.2 Visual privacy of consulting/counseling/examination rooms is maintained 0 1 VPrivCR 
3.3 Auditory privacy of consulting/counseling/examination rooms is maintained 0 1 APrivCR 
3.4 The premises of the facility are well cleaned 0 1 FacClean 
3.5 The premises of the facility are neat 0 1 FacNeat 
3.6 The reception area is clean 0 1 RecClean 
3.7 The waiting rooms are clean 0 1 WRClean 
3.8 Consulting/Examination Rooms are clean 0 1 CRClean 
3.9 The laboratories are clean 0 1 LabClean 
3.10 The toilets/washrooms are clean 0 1 ToilClean 
3.11 There is running water and detergent/soap for clients to wash their hands 0 1 RWClient 
3.12 There is running water and detergent/soap for staff to wash their hands 0 1 RWStaff 
3.13 There are towels (paper) to dry hands for patients 0 1 TowClient 
3.14 There are towels (paper) to dry hands for staff 0 1 TowStaff 
3.15 There is safe drinking (chlorinated/boiled/bottled) water 0 1 SafeH2O 
3.16 There are non-penetrable needle disposable containers 0 1 DispCont 
3.17 The non-penetrable containers are located at convenient sites 0 1 ConvLoc 
3.18 The non-penetrable containers are less than ¾ full 0 1 ConFull 
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3.19 Waste is disposed of according to waste management guidelines 0 1 DispWaste 
 
4. Infrastructure of the Facility 
 No Yes  
4.1 Directional signs and relevant information on available services are posted 
outside the facility 
0 1 DirSigns 
4.2 The name of the facility is posted 0 1 FacName 
4.3 The times of operation are posted (Days, Hours, etc.) 0 1 TimeOper 
4.4 The services available are posted 0 1 ServAvail 
4.5 There is a visible inscription welcoming adolescents to facility 0 1 Welcome 
4.6 Directional signs and relevant information are posted within the facility 0 1 DSinFac 
4.7 There are directions to reception area 0 1 DSinRec 
4.8 There are directions to waiting room/area 0 1 DStoWR 
4.9 There are directions to consulting/examination rooms 0 1 DStoCR 
4.10 There are directions to laboratories 0 1 DStoLab 
4.11 The health facility is comfortable to adolescent clients 0 1 HFConfort 
4.12 The health facility is receptive to adolescent clients (observe them well 
received) 
0 1 HFRecep 
4.13 Washrooms are available for clients' use 0 1 WRClient 
4.14 Waiting room/area has adequate seating for waiting clients 0 1 WtRSeat 
4.15 Waiting room/area has sufficient lighting for reading 0 1 WtRLite 
4.16 The facility is well-ventilated (no smoking or offensive odors) 0 1 FacVent 
4.17 Consulting/examination rooms have sufficient lighting 0 1 CRLite 
4.18 There is a public address system providing constant reminders or guidelines 0 1 PASys 
4.19There are television sets in waiting areas 0 1 TVinWR 
 
5. Information Education and Counseling (IEC) 
 No Yes  
5.1 IEC materials are available at the facility 0 1 IECinFac 
5.2 IEC materials are consistent with ESP guidelines 0 1 IECwESP 
5.3 Information and education on adolescent health issues 0 1 IEonAH 
5.4 Counseling towards behavior change in adolescence is performed 0 1 CforBC 
5.5 Counseling towards risk avoidance in adolescence is performed 0 1 CfRA 
5.6 Adolescent reproductive health care is provided 0 1 ARH 
5.7 HIV/AIDS management is provided 0 1 HIVMgt 
5.8 Health screening is performed for adolescent females 0 1 HSFem 
5.9 Health screening is performed for adolescent males 0 1 HSMale 
5.10 Adolescent nutritional care information and guidance is provided 0 1 NutriCare 
5.11 Information on non-Communicable diseases in adolescence is provided 0 1 NCDInfo 
5.12 Mental health care information including substance use is provided 0 1 MHInfo 
5.13 Information on injury management is provided 0 1 InjInfo 
5.14 Life skills program is run 0 1 LifeSkill 
5.15 Livelihood skills program is run 0 1 LiveSkill 
5.16 Self care skills are provided 0 1 SCSkill 
5.17 Leadership skills are provided 0 1 LeadSkill 




6. Drugs Necessary to Provide Care to Adolescents 
 No Yes  
6.1 Basic drugs belonging to the Essential Drug List (EDL) are available 0 1 RxEDL 
6.2 Drugs for SRH are available 0 1 RxSRH 
6.3 Drugs for malaria treatment are available 0 1 RxMal 
6.4 Drugs for respiratory tract infections (RTI) management are available 0 1 RxRTI 
6.5 Drugs are stored under appropriate conditions 0 1 RxStore 
6.6 Monthly (Periodic) brochures of available drugs are provided to care givers at 
constant time periods 
0 1 RxBroch 
6.7 Antibiotics for managing urinary tract infections (UTI) are available 0 1 RxUTI 
6.8 Antibiotics for managing sexually transmitted infections (STIs) are available 0 1 RxSTI 
6.9 Anti retro virals are available 0 1 ARV 
6.10 Hematenics are available 0 1 Hem 
6.11 Pain killers are available 0 1 Analg 
6.12 Basic drugs have not been in short supply in the past 6 months 0 1 RxShort 
6.13 Measures are in place to ensure continued availability of basic drugs for care 0 1 ConstSup 
6.14 A dedicated staff member is in charge of basic drug procurement and 
management 
0 1 DedStaff 
 
7. Supplies and Test Kits Necessary to Provide Care to Adolescents 
 No Yes  
7.1 Different types of contraceptives are available at the facility 0 1 Contracep 
7.2 Urinalysis test kits are available at the facility 0 1 UrineRE 
7.3 Pregnancy test kits are available at the facility 0 1 Pregtest 
7.4 Blood glucose level test kits are available at the facility 0 1 Gluco 
7.5 HIV screening kits are available at the facility 0 1 HIVScre 
7.6 Hepatitis B test kits are available at the facility 0 1 HepBSc 
7.7 Blood pressure testing kits are available at the facility 0 1 BPScre 
7.8 Eye sight screening kits are available at the facility 0 1 EyeKit 
7.9 Ear examining kits are available at the facility 0 1 EarKit 
7.10 Supplies and test-kits have not been in short supply in the past 6 months 0 1 SupShort 
7.11 Measures are in place to ensure continued availability of supplies and test-
kits for care 
0 1 SConstSup 
7.12 A dedicated staff member is in charge of supplies and test-kits procurement 
and management 
0 1 SDedStaff 
 
8. Equipment Necessary to Provide Care to the Adolescent 
 No Yes  
8.1 Basic equipments available for care delivery are in conformity with the ESP 0 1 EquipESP 
8.2 Equipments are functioning appropriately 0 1 EqFunctn 
8.3 Equipments are maintained regularly and have maintenance logs 0 1 EqMaint 
8.4 Equipments are stored appropriately 0 1 EqStore 
8.5 Full blood counts are performed 0 1 FBC 
8.6 The height of adolescent clients can be assessed 0 1 Ht 
8.7 The weight of adolescent clients can be measured 0 1 Wt 
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8.8 Supplies of the basic equipment have not been in short supply in the past 6 
months 
0 1 ESupShort 
8.9 Measures are in place to ensure continued availability of basic equipment for 
care 
0 1 EConstSup 
8.10 A dedicated staff member is in charge of basic equipment procurement and 
management 
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Module 3: Interview with managers or heads of AFHS units 
 
Introduction and Greeting 
Hello. My name is ___________________ and I am a Graduate Student of the Drexel University School of Public 
Health in Philadelphia, Pennsylvania. I am here to speak to you with the permission of the Ghana Health Service about 
your experience in providing Adolescent Friendly Health Services to adolescent clients. This interview is part of my 
course work towards my degree program at the Drexel University. It will however serve to identify services you are 
providing at the facility to enhance AFHS delivery to adolescent clients. Results of this interview will be put together 
with others, to come out with findings that will help improve service delivery at this facility and others like yours. I am 
interested in your opinion and experience because we are trying to find out how healthcare providers feel about 
providing healthcare services to adolescents at this facility. I would like to ask you some questions that should take up 
to 50 minutes. I will not write down your name and everything you tell me will be kept strictly confidential. You do not 
have to participate in this interview if you choose not to, but you will be very helpful if you do. Do you have any 
questions that you would like to clarify?  
 
Instructions for Assessing Individual 
All documents in both checklists of documents and infrastructure etc. should be available prior to beginning of this 
interview for reference purposes.  
 
1. Introduction 
0.0 Name of assessing individual   
1.1 Health facility code   -   -    FacCode 
1.2 Date of assessment   -   -   AssessDate 
1.3 Gender of person being interviewed 1. Male 2. Female Gender 
1.4 Marital status of person 
being interviewed 
1. Single 2. Married 3. Engaged 4. Separate 5. Divorced MariStat 
1.5 Age of person being interviewed   Years  Age  
1.6 Designation of person being interviewed  Design 
1.7 Responsibility of person being interviewed  Respon 
1.8 Length of time interviewee has worked at the facility   Years  Time  
1.9 How long ago was AFHS care delivery initiated in this health facility   Years   
 
2. General Questions 
a. Please in a sentence describe what you understand by an Adolescent Friendly Health Services program.  
…………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………… 
 No Yes  




c. If yes, when did you receive the training? ……………………..  
d. If yes, where did you receive the training? ......................... 
 
3. Physical Environment of the Facility  
a. Do you consider the physical environment of your facility attractive/ comfortable to adolescents?  
............................................................................................................................................................................................. 




c. What barriers are you encountering in creating a healthy physical environment within your facility? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
d. What would you suggest to improve the physical environment of the facility to enhance its comfort and 




4. Institutional Capacity Building 
a. Have the staff of your institution been appropriately trained to cater for the needs of adolescents visiting your 
facility?  
............................................................................................................................................................................................. 
b. What accounts for your successes/ failure in maintaining an appropriately trained and adequate cadre of staff 
at your facility?  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
c. What are the barriers you encounter in providing the appropriately trained cadre of staff for the facility? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
d. What suggestions would you provide to enhance the capacity building capabilities of your facility? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
5. Institutional Policy and Practice Guidelines relating to Adolescents 





b. Have policies and guidelines about caring for adolescents been implemented in your facility?  
............................................................................................................................................................................................. 
 
c. How were you able to implement successfully/ unsuccessfully policies and practice guidelines with respect to 
adolescents in the facility? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
d. What are the barriers you have encountered in implementing policies and practice guidelines promoting 
AFHS at your facility? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
e. Can you provide some suggestions as to how to improve AFHS policy and practice guidelines 
implementation in health facilities?  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
6. Equipment Necessary to Provide Care to Adolescents 
a. Do you have equipment required for provision of care to adolescents in your facility? 
............................................................................................................................................................................................. 
b. How do you maintain a constant supply of equipment necessary for the provision of care to adolescents in 
your facility?  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 




d. Can you provide any suggestions on maintaining a constant supply of equipment at health facilities? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
7. Drugs Necessary to Provide Care to Adolescents 
a. Do you have medications required for provision of care to adolescents in your facility? 
............................................................................................................................................................................................. 










d. Can you provide any suggestions on maintaining a constant supply of medications at health facilities? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
8. Supplies and Test-Kits Necessary to Provide Care to Adolescents 
a. Do you have supplies and test-kits required for provision of care to adolescents in your facility? 
............................................................................................................................................................................................. 
b. How do you maintain a constant availability of supplies and test-kits necessary for the provision of care to 
adolescents in your facility? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 




d. Can you provide any suggestions on maintaining supplies and test-kits at health facilities? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
9. Information, Education and Counseling (IEC) 
a. Does your facility provide IEC programs to adolescents?  
....................................................................................................................................... 
b. How have you been able to implement successfully IEC programs with respect to adolescents in the facility? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
c. What are the barriers you have encountered in implementing IEC programs at your facility? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 




10. Appropriate Adolescent Health Services 
a. Are adolescents, community organizations and the community involved in the AFHS program implementation 




b. How were you able to effectively involve adolescents, community organizations and the community as a 
whole in the AFHS implementation process at your facility?  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
c. Could you highlight some of the successful programs that have been implemented for adolescents in the 
facility and describe how this was accomplished (SRH, MEB, etc.)  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
d. What obstacles did the facility encounter in the above activities and how were they surmounted?  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
e. From your experience with adolescents, do you know of any other services or programs that will greatly 
benefit the health and wellbeing of adolescents? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
11. Management Information Systems (MIS) 
a. Does your facility collect and use information on adolescents to improve care delivery to them?  
....................................................................................................................................... 
b. What accounts for your successes/ failures in information management and use at your facility?  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
c. What are the barriers you encounter in the management and use of information at the facility? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
d. What forms of data processing is predominantly used at the facility? (Probe: Electronic, manual or both; is 
there an IT specialist?) 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
e. What suggestions would you provide to enhance information management and use at health facilities? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 




12. Mechanisms/ Systems to Monitor the Quality of Care  
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a. Does the facility monitor the quality of care it provides to adolescent clients? (Probe: Committee consisting of 
staff, adolescents, community representatives, NGO representatives, school representatives, traditional 
community leaders, assembly members, other; the frequency of their deliberations, how quality monitoring 




13. Care Delivery and Continuity of Care 
a. How do you ensure that services unavailable at the facility are adequately provided to adolescent clients?  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
b. What are the obstacles the facility encounters in providing appropriate care to adolescents? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
c. Could you provide some suggestions to improve care delivery to adolescents in health facilities? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
14. Adherence to AFHS Policy and Practice Guidelines 
a. What are the barriers to staff adherence to policies and guidelines of AFHS? (Probe: financial resources, 
staff inadequacies, community non-support, etc.) 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
b. What are some innovative measures taken by the facility to overcome the barriers? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
c. From your experiences, could you suggest any mechanisms/approaches to maintain/enhance adherence to 
AFHS concepts within your institution? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
d. How is the AFHS program at your facility financed?  
15. Miscellaneous  
a. Are you aware of any programs currently advocating for AFHS in the community (Probe: Radio programs, 
School programs, etc.)?  
……………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………… 
b. Have you made any other observations that have contributed to the success or otherwise of care delivery to 





16. Conclusion  
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Module 4: Interview with clinical staff 
 
Introduction and Greeting 
Hello. My name is ___________________ and I am a Graduate Student of the Drexel University School of Public 
Health in Philadelphia, Pennsylvania. I am here to speak to you with the permission of the Ghana Health Service about 
your experience in providing Adolescent Friendly Health Services to adolescent clients. This interview is part of my 
course work towards my degree program at the Drexel University. It will however serve to identify services you are 
providing at the facility to enhance AFHS delivery to adolescent clients. Results of this interview will be put together 
with others to come out with findings that will help improve service delivery at this facility and others like yours. I am 
interested in your opinion and experience because we are trying to find out how healthcare providers feel about 
providing healthcare services to adolescents at this facility. I would like to ask you some questions that should not take 
more than 40 minutes. I will not write down your name and everything you tell me will be kept strictly confidential. You 
do not have to participate in this interview if you choose not to, but you will be very helpful if you do. Do you have any 
questions that you would like to clarify?  
 
Instructions  
With the exception of the general questions at the beginning and the miscellaneous questions at the end of the 
interview, all the other responses to questions should be according to the format below;  
0. No/ Strategy not implemented (No) 
1. Yes/ Strategy implemented (Yes) 
or 9. Don’t know (D/K) 
 
NB: Note that for persons working in adolescent corners in large health facilities, responses to questions should factor 
in resources in the health facility as a whole. 
 
1. Introduction 
0.0 Name of assessing individual   
1.1 Health facility code   -   -    FacCode 
1.2 Interviewee code   -   -    CodeInt 
1.3 Date of assessment   -   -   AssessDate 
1.4 Gender of person being interviewed 1. Male 2. Female Gender 
1.5 Marital status of person 
being interviewed 
1. Single 2. Married 3. Engaged 4. Separate 5. Divorced MariStat 
1.6 Age of person being interviewed   Years  Age  
1.7 Designation of person being interviewed  Design 
1.8 Responsibility of person being interviewed  Respon 




2. General questions 
2.1 Please in a sentence describe your understanding of Adolescent Friendly Health Services (AFHS).  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
 No Yes  
2.2 Have you received AFHS training or any training with AFHS content? 0 1 AFHSTrain 
 
2.3. If yes, when did you receive the training? ……………………..  
2.4. If yes, where did you receive the training? ......................... 
..................................................................................................................................................................................... 
3. Physical environment of facility 
 No Yes  
3.1 The environment in which you work is clean (office, cubicle, examination 
room, etc.) 
0 1 ClnWkEnv 
3.2 The work environment is comfortable to adolescents (office, cubicle, 
examination room, etc.) 
0 1 ComWkEnv 
3.3 The work environment is attractive to adolescents (office, cubicle, 
examination room, etc.) 
0 1 AttWkEnv 
3.4 Privacy is ensured at all times to adolescent clients 0 1 Privacy 
3.5 Confidentiality is ensured at all times to adolescent clients 0 1 Confidential 
3.6 Infection control procedures are in place 0 1 InfContProc 
3.7 Infection control protocols are visibly posted or readily available 0 1 InfContProt 
3.8 An infection control monitoring team is in place seeing to the 
effectiveness of procedures 
0 1 InfContMon 
3.9 Infection control seminars/workshops are organized for staff at least twice 
a year 
0 1 InfContSem 
 
4. Institutional capacity building 
 No Yes  
4.1 Staff have been trained on care delivery for adolescent clients 0 1 StaffTrain 
4.2 Training has greatly enhanced care giving skills for adolescent clients 0 1 CareSkill 
4.3 One training or refresher session provided on care for adolescent clients 
this year 
0 1 TrainperYear 
4.4 Importance of the Essential Packages Package (ESP) to care delivery to 
adolescents was emphasized at the training sessions 
0 1 ESPEssence 
 
5. Institutional policy and practice guidelines relating to adolescents  
 No Yes  
5.1 Institutional policy guiding the care provided to adolescents is visible/ 
available to all staff 
0 1 InstPolicy 
5.2 Respect for the rights, dignity and confidentiality of adolescents is 
exhorted by the policy 
0 1 PolicyResp 
5.3 The facility has practice guidelines (ESP) visible/ available to all staff 0 1 ESPVisible 
5.4 The facility follows care guidelines laid down in the ESP 0 1 ESPGuide 
5.5 Adolescents are given reproductive health services without the knowledge 0 1 RHnoConsent 
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and consent of their parents 
5.6 Staff should be understanding of and care for pregnant adolescents 0 1 StaffCare 
5.7 Sexual health information and education is required for adolescent  
development 
0 1 SHInfoImp 
5.8 All adolescents should receive sexual health information and education 0 1 SHInfoEdu 
5.9 An adolescent female regardless of age does not require parental/ 
caregiver’s consent for a TOP 
0 1 TOPConsent 
5.10 Adolescent females regardless of age can be provided with TOP 
services 
0 1 TOPServ 
5.11 Services should be provided to adolescents who have no health 
insurance or funds 
0 1 ServHthInsur 
5.12 Adolescents should be served when they visit the clinic without their 
health records 
0 1 ServHlthRec 
5.13 Adolescents should be served anytime of the day they arrive at the 
facility 
0 1 ServAnyTime 
 
6. Equipment necessary to provide care to adolescents 
 No Yes  
6.1 Full blood counts are performed for adolescents at the facility 0 1 FBC 
6.2 The height of adolescent clients can be assessed at the facility 0 1 HtAdol 
6.3 The weight of adolescent clients can be measured at the facility 0 1 WtAdol 
6.4 Blood pressure measuring equipments are available at the facility 0 1 BPEquip 
 
7. Drugs necessary to provide care to adolescents 
 No Yes  
7.1 Medications belonging to the Essential Drug List (EDL) are available 0 1 EDLMeds 
7.2 Brochures of available drugs are provided to care givers  at least quarterly 0 1 MedBrochure 
7.3 Antibiotics for managing urinary tract infections (UTI) are available 0 1 UTIAntibio 
7.4 Antibiotics for managing sexually transmitted infections (STIs) are 
available 
0 1 STIAntibio 
7.5 Antiretrovirals are available 0 1 ARV 
7.6 Hematenics are available 0 1 Hematenics 
7.7 Pain killers are available 0 1 Analgesics 
7.8 Supplies of basic drugs have not been in short supply in the past 6 
months 
0 1 RxSupplies 
 
8. Supplies and test-kits necessary to provide care to adolescents 
 No Yes  
8.1 Contraceptives of varying types are available 0 1 Contracept 
8.2 Urinalysis test kits are available 0 1 UrineRE 
8.3 Pregnancy test kits are available 0 1 Pregtest 
8.4 Blood glucose levels test kits are available 0 1 Glucometer 
8.5 HIV screening kits are available 0 1 HIVTest 
8.6 Hepatitis B test kits are available 0 1 HepBTest 
8.7 Blood pressure testing apparatus are available 0 1 BPApparat 
8.8 Eye sight screening kits are available 0 1 EyeScreen 
8.9 Ear examining kits are available 0 1 EarScreen 
8.10 Other supplies and test-kits have not been in short supply in the past 6 
months 




9. Information, education and counseling  
 No Yes  
9.1 Information, Education and Counseling (IEC) services are available 0 1 IECSupp 
9.2 You participate in the provision of IEC program(s) 0 1 IECProv 
9.3 You have been trained in IEC program(s) provision 0 1 IECProvTrain 
9.4 You consider yourself well equipped in IEC service provision 0 1 IECWellEquip 
9.5 Adolescents are involved in IEC service provision 0 1 IECAdol 
 
10. Appropriate adolescent health services 
 No Yes  
10.1 Case management at the health facility with adolescents is guided by 
the ESP 
0 1 GuidebyESP 
10.2 Facility promotes and educates the community about AFHS 0 1 AFHSEducC 
10.3 You are involved in the promotion and education of AFHS in the 
community 
0 1 AFHSInvolvC 
10.4 Facility Promotes and educates schools about AFHS 0 1 AFHSEdSch 
10.5 You are involved in the promotion and education on AFHS in schools 0 1 AFHSInvSch 
10.6 Clinical histories elicited from clients cover all body systems 0 1 ClinHx 
10.7 Relevant clinical examinations are performed at the consent of the 
adolescent 
0 1 ClinExam 
10.8 Adolescents receive sexual and reproductive health services that is 
appropriate for their age 
0 1 SRHServApp 
10.9 Life skills programs (describe) are provided to adolescents 0 1 LifeSkill 
10.10 Livelihood skills programs (describe) are provided to adolescents 0 1 LivelihoodSkill 
10.11 Urinalysis can be done for the adolescent 0 1 UrineREDone 
10.12 Pregnancy tests can be done for adolescents 0 1 Pregtestdone 
10.13 Blood glucose levels can be tested for adolescents 0 1 RBSDone 
10.14 HIV screening can be performed for adolescents 0 1 HIVDone 
10.15 Hepatitis B screening can be performed for adolescents 0 1 HepBDone 
10.16 Blood pressure of adolescents is checked 0 1 BPDone 
10.17 Eye sight testing can be performed for adolescents 0 1 EyeExam 
10.18 Hearing assessments can be performed for adolescents 0 1 EarExam 
10.19 Oral examinations can be performed for adolescents 0 1 OralExam 
10.20 Mental, Emotional and Behavioral (MEB) assessments are performed 
for adolescents 
0 1 MEBExam 
10.21 Protocols and guidelines for managing and treating various health 
conditions of adolescents are posted or readily available to care providers 
0 1 ProtGuide 
10.22 Care is provided for adolescents with STIs 0 1 STICare 
10.23 Adolescents are provided with FP/ contraceptive education and care 0 1 FPEducCare 
10.24 Care is provided for pregnant adolescents 0 1 PregCare 
10.25 Termination of pregnancies is performed for adolescents 0 1 TOP 
10.26 Post TOP care is provided to adolescents 0 1 PostTOP 
10.27 Care is provided for adolescents with HIV/AIDS 0 1 HIVCare 
10.28 A quality assurance team monitoring care to adolescents exists at the 
health facility 
0 1 QualTeam 
10.29 The quality assurance team consists of facility staff and community 
members 
0 1 QualTMemb 






11. Management information systems 
 No Yes  
11.1 Community needs assessments are performed periodically 0 1 NeedAssess 
11.2 Staff contribute to the community assessment process 0 1 StaffContri 
11.3 Community members (volunteers) contribute to the community 
assessment process 
0 1 CommContri 
11.4 Findings from the community needs assessment are made available to 
staff 
0 1 StaffAvail 
11.5 Findings from the community needs assessment are made available to 
the community 
0 1 CommAvail 
11.6 Findings from the community needs assessment guide practice with 
respect to adolescents 
0 1 FindGuide 
11.7 Care provision to adolescents is documented daily 0 1 CareProvDoc 
11.8 Care information on adolescents is compiled and analyzed at regular set 
intervals (monthly/quarterly/biannually/annually) 
0 1 CareInfoAnaly 
11.9 Analysis of care information on adolescents is done by staff providing 
care 
0 1 AnalyStaff 
11.10 Analysis of care information on adolescents is done by biostatistics unit 0 1 AnalyBiost 
11.12 Staff received feedback from analysis of data on care at regular 
intervals 
0 1 FeedBStaff 
11.13 Feedback from analysis of data on care guides your practice 0 1 FeedBGuide 
11.14 Problems in care delivery are quickly identified and solutions found 0 1 ProbSolution 
11.15 Communication between staff and management is cordial 0 1 Communicate 
11.16 Contributions and suggestions made to management are taken 
seriously and addressed 
0 1 Suggestion 
11.17 Clinical and non-clinical staff regularly interact and share their 
experiences with regards to care for adolescents 
0 1 ExpShare 
11.18 The environment at the facility is that of a unified team working for the 
good of adolescents 
0 1 Team 
11.19 Staff regularly meet with others from other facilities caring for 
adolescents to share experiences 
0 1 ShareOthers 
11.20 You document all activities you engage in the facility in the appropriate 
record format 
0 1 ActDoc 
 
12. Care delivery and continuity of care 
 No Yes  
12.1 You take a clinical history of clients before arriving at a diagnosis and 
providing treatment 
0 1 ClinHxDiag 
12.2 History taking covers other systems together with the present complaints 0 1 HxSyst 
12.3 Clinical examination is essential in defining the diagnosis and treatment 0 1 ExamDiag 
12.4 A vaginal examination on a female adolescent client should be done with 
her full consent 
0 1 VagExam 
12.5 You speak and relate respectfully to the adolescent client 0 1 Respect 
12.6 In the process of caring for the adolescent you discuss with them the 
details of their condition, treatment options and further management 
0 1 Discuss 
12.7 Adolescents feel free to ask questions and interact with you 0 1 AskQns 
12.8 You are respectful of the wishes and opinions of the adolescent 0 1 Respectful 
12.9 You inform adolescents to return for follow-up care after treatment at the 
facility 
0 1 FollowUpRx 
12.10 You inform adolescents to return for follow-up care when they 
experience side effects, complications or have any unusual feelings after 
treatment 
0 1 FollowUpSE 
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12.11 When a service is not available at your facility, you promptly refer the 
adolescent to another facility providing that service 
0 1 Refer 
12.12 When referring an adolescent, you provide them with a detailed written 
note to be sent to the other health facility 
0 1 ReferNote 
12.13 You do ensure that the adolescent perfectly understands the reasons 
for the referral and what to expect at the other facility 
0 1 UndRefer 
12.14 The community is aware of the benefits of your activities at the facility 
to the health of adolescents and the society as a whole 
0 1 CommAware 
12.15 The community is supportive of the activities of the health facility 0 1 CommSupp 
12.16 Risk assessments including MEB of adolescents are done 0 1 MEBRisk 
12.17 Adolescents pay for consultation 0 1 PayConsult 
12.18 Adolescents pay for additional examinations such as labs, x-rays, etc. 0 1 PayExam 
12.19 Adolescents pay for medications 0 1 PayMed 
12.20 You counsel or refer adolescents for counseling based on their 
individual needs 
0 1 Counsel 
 
13. Adherence to AFHS policies and guidelines 
 No Yes  
13.1 A copy of the ESP is available/ easily accessible to you 0 1 ESPAccess 
13.2 You diligently go according to the ESP in the course of caring for 
adolescent clients 
0 1 ESPAbide 
13.3 You are comfortable with all the requirements of the ESP 0 1 ESPComf 
 
14. Miscellaneous 
 No Yes D/K  
14.1 Based on your experiences are there some conditions/ factors at the 
facility that inhibit service delivery to adolescents? 
0 1 9 ExpConditn 
 




 No Yes D/K  
14.3 Based on your experiences are there any policies (formal and 
informal) at the facility that inhibit service delivery to adolescents? 
0 1 9 ExpPolicy 
 
14.4 If yes, please list the conditions below. 
.............................................................................................................................................................................................
............................................................................................................................................................................. 
14.5 From your experience, could you list some areas that you consider relevant for IEC programs to adolescent 
clients that are currently not covered? 
.............................................................................................................................................................................................
............................................................................................................................................................................. 
14.6 From your experience, could you list approaches (ways of delivering the service) that could facilitate the 





14.7 From your experience, please suggest ways in which information from your practice collated by the facility can be 
used to make your care for adolescents richer.  
.............................................................................................................................................................................................
......................................................................................................................................................................................... 
14.8 How is the AFHS program at your facility financed?  
…………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………… 
14.9 Based on your experience, could you provide any suggestions to enhance overall service delivery to adolescents? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 








Neutral  Fair  Fairly 
good 
Good  Very 
good  
Excellent   
1 2 3 4 5 6 7 8 9 10 RateServ 
 
14.11 Explain the reason for your rating. 
.....................................................................................................................................................................................
..................................................................................................................................................................................... 
15. Conclusion  









DREXEL UNIVERSITY SCHOOL OF PUBLIC HEALTH, PHILADELPHIA, PA: GHANA AFHS EVALUATION STUDY 
Module 5 : Interview with non-clinical staff 
 
Introduction and Greeting 
Hello. My name is ___________________ and I am a Graduate Student of the Drexel University School of Public 
Health in Philadelphia, Pennsylvania. I am here to speak to you with the permission of the Ghana Health Service about 
your experience in providing Adolescent Friendly Health Services to adolescent clients. This interview is part of my 
course work towards my degree program at the Drexel University. It will however serve to identify services you are 
providing at the facility to enhance AFHS delivery to adolescent clients. Results of this interview will be put together 
with others to come out with findings that will help improve service delivery at this facility and others like yours. I am 
interested in your opinion and experience because we are trying to find out how healthcare providers feel about 
providing healthcare services to adolescents at this facility. I would like to ask you some questions that should not take 
more than 40 minutes. I will not write down your name and everything you tell me will be kept strictly confidential. You 
do not have to participate in this interview if you choose not to, but you will be very helpful if you do. Do you have any 
questions that you would like to clarify?  
 
Instructions  
With the exception of the general questions at the beginning and the miscellaneous questions at the end of the 
interview, all the other responses to questions should be according to the format below;  
0. No/ Strategy not implemented (No) 
1. Yes/ Strategy implemented (Yes) 
Or 9. Don’t know (D/K) 
NB: Note that for persons working in adolescent corners in large health facilities, responses to questions should factor 
in resources in the health facility as a whole. 
 
1. Introduction 
0.0 Name of assessing 
individual 
  
1.1 Health facility code   -   -    FacCode 
1.2 Interviewee code   -   -    CodeInt 
1.3 Date of assessment   -   -   AssessDate 
1.4 Gender of person being interviewed 1. Male 2. Female Gender 
1.5 Marital status of person 
being interviewed 
1. Single 2. Married 3. Engaged 4. Separate 5. Divorced MariStat 
1.6 Age of person being interviewed   Years  Age  
1.7 Designation of person being interviewed  Design 
1.8 Responsibility of person being interviewed  Respon 





2. General Questions 
2.1 Please in a sentence describe what you understand by an Adolescent Friendly Health Services program.  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
 No Yes  
2.2 Have you received AFHS training or any training with AFHS content? 0 1 AFHSTrain 
 
2.3. If yes, when did you receive the training? ……………………..  
2.4. If yes, where did you receive the training? ......................... 
............................................................................................................................................................................................. 
3. Physical environment of facility 
 No Yes  
3.1 The Health Facility is clean 0 1 FacClean 
3.2 The Health facility is comfortable to adolescents 0 1 FacCom 
3.3 The Health Facility is attractive to adolescents 0 1 FacAttract 
3.4 Appropriate directional signs guide adolescent clients to the facility 0 1 Dxn 
3.5 Appropriate and adequate directional signs guide adolescents to locate 
services within the facility 
0 1 FacDxn 
3.6 Washrooms are available for adolescent clients use 0 1 ToilAdol 
3.7 Washrooms are cleaned up at regular intervals in the course of the day 0 1 ToilClean 
3.8 The waiting area provides some entertainment (television programs, 
etc) to adolescent clients 
0 1 Entertain 
3.9 The environment in which you work (office, cubicle, examination room, 
etc.) is clean 
0 1 WkEnvClean 
3.10 The environment in which you work (office, cubicle, examination room, 
etc.) is comfortable to adolescents 
0 1 WkEnvCom 
3.11 The environment in which you work (office, cubicle, examination room, 
etc.) is attractive to adolescents 
0 1 WkEnvAtt 
3.12 Privacy is ensured at all times to adolescent clients at the health 
facility 
0 1 Priv 
3.13 Confidentiality is ensured at all times to adolescent clients at the 
health facility 
0 1 Confid 
3.14 Infection control procedures are in place 0 1 InfContProc 
3.15 Infection control protocols are visibly posted or readily available 0 1 InfContProt 
3.16 An infection control monitoring team is in place seeing to the 
effectiveness of procedures 
0 1 InfContMon 
3.17 Infection control seminars/workshops are organized for staff at least 
twice a year 
0 1 InfContSem 
 
4. Institutional capacity building 
 No Yes  
4.1 The staff have received training on caring for adolescent clients 0 1 TrainCare 
4.2 The training has greatly enhanced care giving skills for adolescent 
clients 
0 1 TrainBenef 
4.3 One training or refresher session is provided on care for adolescent 
clients this year 
0 1 Refresher 
4.4 Importance of the Essential Packages Package (ESP) to care delivery 0 1 ESPImp 
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to adolescents was emphasized at the training sessions 
 
5. Facility policy and practice guidelines relating to adolescents 
 No Yes  
5.1 Institutional policy on adolescents visible/ available to all staff 0 1 PolVisib 
5.2 Respect for the rights, dignity and confidentiality of adolescents is 
exhorted by the policy 
0 1 Respect 
5.3 The facility has practice guidelines (ESP) visible/ available to all staff 0 1 ESPVisib 
5.4 Work at the health facility with adolescents is guided by the ESP 0 1 ESPGuide 
5.5 Adolescents are given reproductive health services without the 
knowledge and consent of their parents 
0 1 SRHCons 
5.6 Staff should empathize with and take care of the needs of pregnant 
adolescents 
0 1 Empathy 
5.7 Sexual health information and education is a requisite for adolescent 
development 
0 1 SHInfo 
5.8 Sexual health information and education is provided to adolescents 0 1 SHInfoProv 
5.9 All adolescents should receive sexual health information and education 0 1 SHInfoRec 
5.10 Adolescent females regardless of age can be provided with TOP 
services 
0 1 TOP 
5.11 Adolescent females does not require parental/ caregiver’s consent for a 
TOP 
0 1 TOPCons 
5.12 Services are provided to adolescents who have no health insurance or 
funds 
0 1 ServProv 
5.13 Adolescents are served anytime of the day they arrive at the facility 0 1 TimeServ 
 
6. Appropriate adolescent health services 
 No Yes  
6.1 Facility promotes and educates the community about AFHS 0 1 AFHSEd 
6.2 You are involved in the promotion and education of AFHS in the 
community 
0 1 EdInvolv 
6.3 Facility Promotes and educates schools about AFHS 0 1 AFHSEdSch 
6.4 You are involved in the promotion and education of AFHS in schools 0 1 EdSchInvolv 
6.5 Adolescents are served when they visit the clinic without their health 
records 
0 1 RecServ 
6.6 TOP services are provided to adolescents 0 1 TOPServ 
6.7 Post TOP care is provided to adolescents 0 1 PostTOP 
6.8 Adolescents pay for consultation 0 1 AdolPay 
6.9 Adolescents pay for additional examinations such as labs, x-rays, etc. 0 1 AdolPayEx 
6.10 Adolescents pay for medications 0 1 AdolPayMed 
6.11 A quality assurance team monitoring care to adolescents exists at the 
health facility 
0 1 TeamQual 
6.12 The quality assurance team consists of facility staff and community 
members 
0 1 TeamQualM 
6.13 The quality assurance team meets at least twice a year 0 1 TeamQMeet 
6.14 HIV screening can be performed for adolescents 0 1 HIVDone 
6.15 Care is provided for adolescents with HIV/AIDS 0 1 HIVCare 
6.16 You counsel or refer adolescents for counseling based on their 
individual needs 





7. Management information systems 
 No Yes  
7.1 Community needs assessments are performed periodically 0 1 NeedAssess 
7.2 Staff contribute to the community assessment process 0 1 AssessStaff 
7.3 Community members contribute to the community assessment process 0 1 AssessComm 
7.4 Findings from the community needs assessment are made available to 
staff 
0 1 FindStaff 
7.5 Findings from the community needs assessment are made available to 
the community 
0 1 FindComm 
7.6 Findings from the community needs assessment guide practice with 
respect to adolescents 
0 1 FindGuide 
7.7 Problems in care delivery are quickly identified and solutions found 0 1 ProbCareDel 
7.8 Communication between staff and management is cordial 0 1 Communic 
7.9 Contributions and suggestions made to management are taken seriously 
and addressed 
0 1 Contribut 
7.10 Clinical and non-clinical staff regularly interact and share their 
experiences with regards to care for adolescents 
0 1 Interact 
7.11 The environment at the facility is that of a unified team working for the 
good of adolescents 
0 1 Unity 
7.12 Staff regularly meet with others from other facilities caring for 
adolescents to share experiences 
0 1 RegMeet 
7.13 You document all activities you engage in the facility in the appropriate 
record format 
0 1 DocAct 
 
8. Adherence to AFHS policies 
 No Yes  
8.1 A copy of the ESP is available/ easily accessible to you 0 1 ESPAvail 
8.2 You diligently go according to the ESP in the course of caring for 
adolescent clients 
0 1 ESPAdher 
8.3 You are comfortable with all the requirements of the ESP 0 1 ESPComf 
 
9. Miscellaneous 
 No Yes D/K  
9.1 Based on your experiences are there some conditions/ factors at 
the facility that inhibit service delivery to adolescents? 
0 1 9 ExpConditn 
 
9.2 If yes, please list the conditions below.  
.............................................................................................................................................................................................
............................................................................................................................................................................. 
 No Yes D/K  
9.3 Based on your experiences are there any policies (formal and 
informal) at the facility that inhibit service delivery to adolescents? 
0 1 9 ExpPolicy 
 





9.5 From your experience, could you list some areas that you consider relevant for IEC programs to adolescent clients 
that are currently not covered? 
.............................................................................................................................................................................................
........................................................................................................................................................................................ 
9.6 From your experience, could you list approaches (ways of delivering the service) that could facilitate the 
improvement of IEC programs to adolescent clients (Probe)? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
9.7 From your experience, please suggest ways in which information from your practice collated by the facility can be 
used to make your care for adolescents richer.  
.............................................................................................................................................................................................
......................................................................................................................................................................................... 
9.8 Based on your experience, could you provide any suggestions to enhance overall service delivery to adolescents? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
9.9 On a scale of 1 (Very Poor) to 10 (Excellent), how will you rate the services provided to adolescents in your facility?  
Very 
poor 




Neutral  Fair  Fairly 
good 
Good  Very 
good  
Excellent   
1 2 3 4 5 6 7 8 9 10 RateServ 
 
9.10 Explain the reason for your rating. 
.............................................................................................................................................................................................
......................................................................................................................................................................................... 
10. Conclusion  






DREXEL UNIVERSITY SCHOOL OF PUBLIC HEALTH, PHILADELPHIA, PA: GHANA AFHS EVALUATION STUDY 
Module 6: Interview with community link person or key informant 
 
Introduction and Greeting 
Hello. My name is ___________________ and I am a Graduate Student of the Drexel University School of Public 
Health in Philadelphia, Pennsylvania. I am here to speak to you with the permission of the Ghana Health Service about 
your experience in providing Adolescent Friendly Health Services to adolescent clients. This interview is part of my 
course work towards my degree program at the Drexel University. It will however serve to identify services you are 
providing at the facility to enhance AFHS delivery to adolescent clients. Results of this interview will be put together 
with others to come out with findings that will help improve service delivery at this facility and others like yours. I am 
interested in your opinion and experience over the time you have been working with the health facility. We are trying to 
find out how healthcare provision to adolescents has been influenced by AFHS delivery at this facility. I would like to 
ask you some questions that should not take more than 40 minutes. I will not write down your name and everything you 
tell me will be kept strictly confidential. You do not have to participate in this interview if you do choose to, but you will 
be very helpful if you do. Do you have any questions that you would like to clarify?  
 
Instructions  
With the exception of the general questions at the beginning and the miscellaneous questions at the end of the 
interview, all the other responses to questions should be according to the format below;  
0. No/ Strategy not implemented (No) 
1. Yes/ Strategy implemented (Yes) 
 
1. Introduction 
0.0 Name of assessing 
individual 
  
1.1 Health facility code   -   -    FacCode 
1.2 Interviewee code   -   -    CodeInt 
1.3 Date of assessment   -   -   AssessDate 
1.4 Gender of person being interviewed 1. Male 2. Female Gender 
1.5 Marital status of 
person being interviewed 
1. Single 2. Married 3. Engaged 4. 
Separate 
5. Divorced MariStat 
1.6 Age of person being interviewed   Years  Age  
1.7 Designation of person being interviewed  Design 
1.8 Responsibility of person being interviewed  Respon 
1.9 Length of time interviewee has worked at the facility   Years  Time  
 
2. General questions 





 No Yes  
2.2 Have you received AFHS training or any training with AFHS content? 0 1 AFHSTrain 
 
2.3 If yes, when and where? 
............................................................................................................................................................................................. 
3. Physical environment of facility 
 No Yes  
3.1 Adolescents see the waiting spaces, offices, cubicles, examination 
rooms, etc. of the facility as clean 
0 1 PremClean 
3.2 Adolescents see the waiting spaces, offices, cubicles, examination 
rooms, etc. as comfortable to them 
0 1 PremComf 
3.3 Adolescents see the waiting spaces, offices, cubicles, examination 
rooms, etc. as attractive 
0 1 PremAttract 
3.4 Adolescents feel they are accorded their privacy at all times at the 
health facility 
0 1 Priv 
3.5 Adolescents feel they are accorded confidentiality at all times at the 
health facility 
0 1 Conf 
 
4. Infrastructure of the facility 
 No Yes  
4.1 From the perspective of the community, the Health Facility is clean 0 1 HFClean 
4.2 From the perspective of the community, the Health facility is 
comfortable to adolescents 
0 1 HFComf 
4.3 From the perspective of the community, the Health Facility is attractive 
to adolescents 
0 1 HFAttract 
4.4 Adolescents in the community see appropriate directional signs that 
guide them to the facility 
0 1 DxnSign 
4.5 Adolescents in the community view as appropriate and adequate 
directional signs providing guidance to locate services within the facility 
0 1 InHFDxnSign 
4.6 Washrooms are available for clients use in the facility 0 1 ToilClient 
4.7 Washrooms within the facility are kept clean at all times 0 1 ToilClean 
 
5. Information, education and counseling  
 No Yes  
5.1 Educational pamphlets and posters are in languages that most 
adolescents are capable of reading 
0 1 Readable 
5.2 Educational materials are available for adolescents to pick and send 
home with them 
0 1 TakeHome 
5.3 You are involved in providing health education and information to 
adolescents 
0 1 EdnInvolve 
5.4 Adolescents are involved in providing health education and information 
to other adolescents 
0 1 AdolInvolve 
5.5 Adolescents are provided health education within the health facility 0 1 HEFacility 
5.6 Adolescents are provided health education in schools 0 1 HESchool 
5.7 Adolescents are provided health education at the community 0 1 HECommun 
5.8 Visits are paid to the homes of adolescents to educate them 0 1 HEHome 
5.9 Adolescents are provided education through their peers 0 1 HEPeers 
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5.10 The health education adolescents receive informs them about 
services available to them at the facility 
0 1 HEServices 
5.11 Sexual and Reproductive Health (SRH) Education is provided to the 
adolescents 
0 1 SRHAdol 
5.12 The adult community is generally receptive to SRH messages 
provided to the adolescents 
0 1 SRHRecep 
5.13 The health educational messages provided to adolescents include 
areas like oral health, mental health, and nutritional needs 
0 1 HEMulti 
 
6. Appropriate adolescent health services 
 No Yes  
6.1 Adolescents generally find it easy visiting the health facility to assess 
health care 
0 1 EasyVisit 
6.2 The community as a whole is aware of the services provided by the 
facility to adolescents 
0 1 CommAware 
6.3 The clinic has developed partnerships with community organizations to 
promote care delivery to adolescents 
0 1 Partners 
6.4 You are involved in promoting the services of the health facility to 
adolescents in the community 
0 1 InvolvServ 
6.5 The days and hours of operation of the health facility are convenient for 
adolescents 
0 1 HrsConven 
6.6 Staff of the health facility are receptive and accommodating of 
adolescent clients 
0 1 Receptive 
6.7 Staff of the health facility are understanding and empathetic of 
adolescent clients 
0 1 Understand 
6.8 Staff of the health facility are supportive and helpful to their adolescent 
clients 
0 1 Supportive 
6.9 Adolescents are not refused care at the health facility 0 1 CareProvid 
6.10 Adolescents who are referred to other health facilities for care are 
satisfied with the referral process at the facility 
0 1 Referal 
6.11 TOP services are provided to adolescents 0 1 TOPCare 
6.12 Post TOP care is provided to adolescents 0 1 PostTOPCare 
6.13 Adolescents pay for consultation 0 1 ConPay 
6.14 Adolescents pay for additional examinations such as labs, x-rays, etc. 0 1 ExPay 
6.15 Adolescents pay for medications 0 1 MedPay 
 
7. Management information services 
 No Yes  
7.1 A point person documents adolescents’ health concerns in the 
community 
0 1 AdolConcern 
7.2 The health facility receives and acts upon concerns of adolescents 0 1 Action 
7.3 Practices have been changed to address adolescents’ suggestions in 
the past year 
0 1 Change 
7.4 You are actively involved on the committee of the health facility 0 1 Involve 
7.5 Contributions by you and others in the community to the health facility 
is appreciated by management 
0 1 Contribute 
7.6 You are involved in health management information systems (HMIS) 
meetings at the facility 
0 1 HMISInvolv 
7.7 Improvements in care delivery to adolescents have occurred since your 
involvement in the activities the health facility 
0 1 Improve 
7.8 Some community members are involved in the needs assessment 
process 




8. Care delivery and continuity of care to adolescents 
 No Yes  
8.1 Staff of the facility encourage adolescents to freely express their 
concerns 
0 1 Express 
8.2 Adolescents are encouraged to make decisions about their care or 
treatment 
0 1 Decision 
8.3 Adolescents see the care providers as non-judgmental in their 
approach to them 
0 1 Judgment 
8.4 Adolescents trust the information and education they receive from 
providers 
0 1 Trust 
8.5 Adolescents are told when and why to return for a follow up after 
treatment 
0 1 FollowUp 
8.6 Adolescents are routinely told to return if they experience side effects, 
complications or any unusual feelings after treatment 
0 1 Return 
8.7 Adolescents are generally happy with their experience at the health 
facility 
0 1 Experience 
8.8 Appropriate referrals are made for conditions not managed at the 
facility 
0 1 Refer 
8.9 You are satisfied with your contributions to promoting AFHS care at this 
health facility 
0 1 Contribution 
8.10 A quality assurance team monitoring care to adolescents exists at the 
health facility 
0 1 QualTem 
8.11 The quality assurance team consists of facility staff and community 
members 
0 1 QualTemMem 
8.12 The quality assurance team meets at least twice a year 0 1 QualTemMet 
 
9. Miscellaneous  
a. From you observations in the community, can you list some other health conditions that adversely affect the 
adolescent population?  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
b. Do you see any obstacles to care provision to adolescents at this facility?  
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
c. Are there areas in which improvements can be made to care delivery to adolescents by the facility? 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 
d. Are you aware of any barriers to adolescents using the clinic? (Probe: Attitude of staff; Cost of services; 
Location of Facility; Attitude of Community; Lack of information about services at facility, etc.) 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 










Neutral  Fair  Fairly 
good 
Good  Very 
good  
Excellent   
1 2 3 4 5 6 7 8 9 10 RateServ1 
 













DREXEL UNIVERSITY SCHOOL OF PUBLIC HEALTH, PHILADELPHIA, PA: GHANA AFHS EVALUATION STUDY 
Module 7: Direct observation of client-provider interaction 
 
Introduction and Greeting 
Hello. My name is ___________________ and I am a Graduate Student of the Drexel University School of Public 
Health in Philadelphia, Pennsylvania. I am here to observe you with the permission of the Ghana Health Service about 
how you provide Adolescent Friendly Health Services to adolescent clients. This observation is part of my course work 
towards my degree program at the Drexel University. It will however serve to identify services you are providing at the 
facility to enhance AFHS delivery to adolescent clients. Observations made will be put together with other information 
to come out with findings that will help improve service delivery at this facility and others like yours. I will be observing 
the interactions between you the care provider and the client and will not interfere with the process of care delivery. 
You do not have to participate in this process if you decide not to, but you will be very helpful if you do. Do you have 
any questions that you would like to clarify? Do I have your permission to continue? 
Instructions  
a. Request the manager to assure that health care providers are available on the day of the external 
assessment. 
b. Observe all providers if they total up to five in an institution. If there are more than five providers, observe 5 
of them or 50% of the total number, whichever is larger. Ensure coverage of all categories of care providers. 
c. Observe the client receiving services, including steps such as counseling, preparing instruments and 
supplies etc. Make separate copies of the form for each provider you observe.  
d. Solicit the permission of each client to observe the session before doing so using the statement below. If the 
client does not agree, thank them and continue only after receiving consent from another client.  
e. Finally, with the exception of the section 7, all observations should be graded according to the format below;  
0. No/ Strategy not implemented (No) 
1. Yes/ Strategy implemented (Yes) 
Or 9. Not applicable (N/A) 
 
1. Introduction 
0.0 Name of assessing 
individual 
  
1.1 Health facility code   -   -    FacCode 
1.2 Provider code   -   -    CodeProv 
1.3 Client code   -   -    CodeClien 
1.4 Date of assessment   -   -   AssessDate 
1.5 Gender of provider being observed 1. Male 2. Female Gender 
1.6 Marital status of 
provider being observed 
1. Single 2. Married 3. Engaged 4. Separate 5. Divorced MariStat 
1.7 Age of provider being observed   Years  Age  
1.8 Designation of provider being observed  Design 
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1.9 Responsibility of provider being observed  Respon 
1.10 Length of time provider has worked at the facility   Years  Time  
1.11 Gender of client being observed 1. Male 2. Female GenderClient 
1.12 Age of client being observed   AgeClient 
1.13 Time client arrives at facility   HrArrFac 
1.14 Time client enters office of care provider   HrArrProv 
1.15 Time client leaves office of care provider   HrLeavProv 
1.16 Time client leaves facility   HrLeavFac 
 
2. Service accessed by client 
 No Yes N/A  
2.1 Family planning 0 1 9 FamPlan 
2.2 Emergency contraception 0 1 9 EmergContr 
2.3 Pregnancy testing 0 1 9 PregTest 
2.4 Pre-TOP counseling  0 1 9 PreTOP 
2.5 TOP 0 1 9 TOP 
2.6 TOP referral  0 1 9 TOPRef 
2.7 Post-TOP counseling  0 1 9 PostTOP 
2.8 STD management 0 1 9 STDMgt 
2.9 UTI management 0 1 9 UTIMgt 
2.10 HIV pre-test counseling  0 1 9 HIVPreCouns 
2.11 HIV post-test counseling  0 1 9 HIVPostCoun 
2.12 Ante-natal care 0 1 9 AnteNat 
2.13 Post-natal care 0 1 9 PostNat 
2.14 Dental care 0 1 9 Dent 
2.15 Malaria management 0 1 9 Malaria 
2.16 RTI management 0 1 9 RTIMgt 
2.17 MEB care  0 1 9 MEBCare 
2.18 Others (list) 0 1 9 Etc 
 
3. Appropriate adolescent care 
 No Yes N/A  
3.1 STI management according to guidelines 0 1 9 STIbyEDL 
3.2 Pre and post HIV test counseling according to guidelines 0 1 9 HIVbyEDL 
3.3 Contraceptive information, counseling and methods according 
to guidelines 
0 1 9 ContbyEDL 
3.4 Pregnancy testing and counseling according to guidelines 0 1 9 PregbyEDL 
3.5 Ante-natal and pre-natal care according to guidelines 0 1 9 AnteNatEDL 
3.6 Pre and post TOP counseling according to guidelines 0 1 9 TOPbyEDL 
3.7 Identification of mental health problems and referrals 0 1 9 MEBRef 
3.8 Identification of drug or alcohol abuse and appropriate referrals 0 1 9 RxRef 
3.9 Identification of violence, sexual abuse and incest, stabilize the 
client and appropriate referrals 
0 1 9 ViolRef 
 
4. Physical environment of facility 
 No Yes  
4.1 Confidentiality of care    
4.1. i. Auditory privacy 0 1 AudPriv 
4.1.ii. Visual privacy 0 1 VisPriv 
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4.2 Infection control guidelines    
4.2.i. Proper sharps disposal 0 1 SharpDisp 
4.2.ii. Wearing of gloves 0 1 Glove 
4.2.iii. Proper handling of contaminated waste 0 1 WasteMgt 
4.2.iv. Hand washing 0 1 HandWash 
 
5. Staff training/ institutional capacity building 
 No Yes  
5.1 Approach to clients    
5.1.i. Friendliness 0 1 Friend 
5.1.ii. Non-Judgmental  0 1 Judge 
5.1.iii. Accepting  0 1 Accept 
5.1.iv. Empathetic 0 1 Empath 
 
6. AFHS policies available and applied in practice 
 No Yes  
6.1 Mutual respect of clients 0 1 Respect 
6.2 Care provider verbally assures confidentiality 0 1 VerbConfid 
 
7. Information, education and counseling  
 No Yes  
7.1 Use of IEC materials    
7.1.i. Clients introduced to IEC materials 0 1 IntroIEC 
7.1.ii. Clients free to carry away IEC materials 0 1 FreeIEC 
 
8. Care delivery and continuity of care 
 No Yes  
8.1     
8.1.i. Age 0 1 AgeCl 
8.1.ii. Presenting complaints 0 1 PresComp 
8.1.iii. Past medical problems 0 1 HxPresComp 
8.1.iv. O&G history (LMP, pregnancies, TOPs, births) 0 1 GynHx 
8.1.v. Sexual history 0 1 SexHx 
8.1.vi. Social history (home and social circumstances) 0 1 SocHx 
8.1.vii. Risk behavior (smoking, drinking, drugs) 0 1 RiskBehav 
8.1.viii. Other systems history 0 1 EtcSysHx 
8.2    
8.2.i. MEB assessment 0 1 MEBAssess 
8.3     
8.3.i. Relevant exams for the presenting complaint performed 0 1 RelExams 
8.3.ii. Examinations performed after agreement sought from client 0 1 Consent 
8.4     
8.4.i. Adequate explanations of examination and its procedure 0 1 Explain 
8.4.ii. Request made for investigations commensurate with condition 
diagnosed 
0 1 Invest 
8.5 Client’s modesty and comfort considered in examination process 0 1 Modest 
8.6 Counseling on issues related to the visit 0 1 Counsel 
8.7 Opportunities for health promotion well taken 0 1 Opps 
8.8 Clients freely express their concerns and ask questions 0 1 Free 
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8.9 Counseling in a nonjudgmental, accepting and empathetic manner 0 1 Judgement 
8.10 Risks, benefits, and potential complications of the treatments and 
procedures discussed with the client 
0 1 Discussion 
8.11 Use of simple, non-technical language by provider 0 1 NonTech 
8.12 Providers validating the understanding of adolescents of information given 0 1 Valid 
8.13 Providers give accurate information according to ESP 0 1 AccuratInfo 
8.14 Adolescents told when and why to return for follow up 0 1 FollowUp 
8.15 Reasons for referrals well explained to adolescents 0 1 Referral 
8.16 Necessary documentations provided for referrals 0 1 RefDocs 
8.17 Adolescents pay for consultation 0 1 Pay 
8.18 Adolescents pay for additional examinations such as labs, x-rays, etc. 0 1 PayEx 
8.19 Adolescents pay for medications 0 1 PayMed 
 
9. Adherence to policies and practices of AFHS 
9.1 What conditions of service delivery inhibit adherence to policies and practices by the care provider?  
List and explain your observations. 
.............................................................................................................................................................................................
............................................................................................................................................................................................. 









DREXEL UNIVERSITY SCHOOL OF PUBLIC HEALTH, PHILADELPHIA, PA: GHANA AFHS EVALUATION STUDY 
Module 8: Focus Group Discussion with adolescents 
 
Name of Facilitator 
Name of Co-Facilitator 
Number of Participants of Focus Group Discussions 
Demographics of Participants 
Gender (Females, Males) 
Ages  
Marital Status (Married, Not-Married, Separated, Divorced) 
District: Akwapim North/ Akwapim South 
Region: Eastern  
Date of FGD: DD/MM/YYYY 
Questions for Focus Group Discussion 
1. How would you describe/define AFHS? 
2. What AFHS services are provided by this health facility to adolescents? (Prompt on the following: a. IEC, b. 
FP, c. Pregnancy care, d. TOP, e. STD management, f. dental care, g. MEB services, h. others) 
3. Are adolescents in your community aware of AFHS facilities available? If yes, are they aware of the services 
available at the facilities? (Prompt on the following: a. IEC, b. FP, c. Pregnancy care, d. TOP, e. STD 
management, f. dental care, g. MEB services, h. others).   
4. Please describe the level and ways you participate in AFHS activities at the facility. 
5. Are the following available and clear to you at the facility? (a. Schedules, b. locations, c. scope of services, d. 
directions to venues, e. others) 
6. How would you describe the environment of the facility (a. cleanliness, b. directions, c. health and other 
information availability, d. times of operation and comfort)  
7. How would you describe the way staff relate to adolescents? (Prompt: a. Modesty, b. dignity, c. ability to 
freely express yourself and ask questions, e. respect for your views, f. other issues.) 
8. Do you pay for any services at the facility? (Prompt: a. consultation, b. examinations, c. other examinations, 
d. medications, e. others) 
9. On the whole how will you grade services provided to adolescents at your facility? (Prompt: a. Receptive, b. 
accommodating staff, c. supportive staff, d. do they refuse care or are hostile) 
10. What suggestions would you make to improve service delivery to adolescents at the facility? 
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APPENDIX	  B:	  VARIABLES	  COMPRISING	  SCORES	  
	  
ORGANIZATIONAL	  CHARACTERISTICS	  (QUANTITATIVE)	  
	  
	  
Administrative	  activities	  	  
Organizational	  profile	  of	  facility	  (OrgProf)	  
Staff	  list	  (StList)	  
	  
Clinical	  Care	  Infrastructure	  
Records	  of	  activities	  of	  the	  facility	  (RecFac)	  
Infection	  prevention	  protocols/	  guidelines	  (InfPrev)	  
Infection	  prevention	  (InfPrev_O2)	  
Infection	  prevention	  (InfPrev_O4)	  
Infection	  prevention	  (InfPrev_O5)	  
Infection	  Prevention	  (InfPrev_O7)	  
Physical	  Environment	  of	  the	  Facility	  (EnvFac_O2)	  
Infrastructure	  at	  the	  facility	  (InfraFac_O2)	  
Equipment	  necessary	  to	  provide	  care	  (Equip_O4)	  
Equipment	  Necessary	  to	  Provide	  Care	  (Equip_O2)	  
Drugs	  Necessary	  to	  Provide	  Care	  (Rx_O2)	  
Drugs	  necessary	  to	  provide	  care	  (Rx_O4)	  
Supplies	  and	  Test	  Kits	  Necessary	  to	  Provide	  Care	  (TestKit_O2)	  
Supplies	  and	  test-­‐kits	  necessary	  to	  provide	  care	  (TestKit_O4)	  
	  
Logistic	  monitoring	  
Inventories/order	  forms	  for	  drugs	  (RxInv)	  
Inventories/order	  forms	  for	  other	  supplies	  and	  test-­‐kits	  (TestInv)	  
Inventories/order	  forms	  for	  equipment	  (EqInv)	  
Infrastructural	  management	  logs	  (InfMgt)	  
Essential	  drug	  list	  (EDL)	  
	  
Capacity	  building	  








AFHS	  IMPLEMENTATION	  CHARACTERISTICS	  (QUANTITATIVE)	  
	  
	  
AFHS	  framework	  is	  based	  on	  the	  5	  pillars	  of	  3	  As	  and	  2	  Es-­‐	  IMPLEMENTATION	  CHARACTERISTICS	  
1	  An	   Equitable	   Point	   of	   Care-­‐Delivery	   is	   one	   in	  which	   policies	   and	   procedures	   do	   not	   restrict	   the	   provision	   of	   health	  
services	  and	  address	  issues	  that	  might	  hinder	  equitable	  provision	  and	  the	  experience	  of	  care.	  Care	  providers	  and	  support	  staff	  treat	  
patients	  with	  equal	  care	  and	  respect,	  regardless	  of	  status	  
a. Documents	  on	  rights	  (including	  SRH)	  of	  adolescents	  (RitesDoc)	  
b. Institutional	  Policy	  and	  Practice	  Guidelines	  Relating	  to	  Adolescents	  (Guide_I2),	  (Guide_I4),	  
(Guide_I5)	  
c. Staff	  relating	  to	  adolescents	  (StaffRelate_I6)	  	  
2	   An	   Accessible	   Point	   of	   Delivery	   is	   one	   in	   which	   policies	   and	   procedures	   ensure	   health	   services	   are	   either	   free	   or	  
affordable	  in	  cost,	  delivered	  at	  convenient	  times	  and	  locations	  with	  young	  people	  well	  informed	  about	  the	  range	  of	  health	  services	  
available	  and	  how	  to	  obtain	  them.	  Community	  members	  are	  well	  educated	  on	  the	  benefits	  of	  the	  services	  to	  young	  people	  and	  are	  
supportive.	  Outreach	  workers,	  community	  members	  and	  young	  people	  themselves	  are	  involved	  in	  reaching	  out	  with	  health	  services	  
to	  young	  people	  in	  the	  community.	  
a. AFHS	  Promotion	  (AFHSProm_I4),	  (AFHSProm_I5),	  (AFHSProm_I6)	  
b. Community	  needs	  assessment	  (CNAssess_I4),	  (CNAssess_I5)	  
c. Rating	  of	  service	  delivery	  (RateServ_I4),	  (RateServ_I5),	  (RateServ_I6)	  	  
d. Cost	  of	  care	  (CostCare_I4),	  (CostCare_I5),	  (CostCare_I6),	  (CostCare_I7)	  	  
3	   An	   Acceptable	   Point	   of	   Delivery	   is	   one	   in	   which	   policies	   and	   procedures	   guarantee	   client	   confidentiality	   with	   care	  
providers:	  
• Providing	  adequate	  information	  and	  support	  to	  enable	  free	  and	  informed	  choices	  of	  relevance	  to	  the	  individual	  needs	  of	  
each	  young	  individual	  
• Motivated	  to	  work	  with	  young	  people	  
• Non-­‐judgmental,	  considerate,	  and	  easy	  to	  relate	  to	  
• Able	  to	  devote	  adequate	  time	  to	  their	  clients	  
• Providing	  patient	  centered	  care-­‐	  Acting	  in	  the	  best	  interests	  of	  their	  patients	  
The	  support	  staff	  is	  equally	  motivated	  to	  work	  with	  young	  people	  and	  is	  non-­‐judgmental,	  considerate,	  and	  easy	  to	  relate	  
to.	  
The	  point	  of	  delivery	  of	  care:	  	  
• Ensures	  privacy	  (including	  discrete	  entrance)	  
• Ensures	  consultations	  in	  a	  short	  waiting	  time,	  with	  or	  without	  an	  appointment,	  and	  (where	  necessary)	  swift	  referral	  
• Lacks	  stigma	  
• Is	  appealing	  and	  has	  a	  clean	  environment	  
• Ensures	  physical	  and	  emotional	  safety	  
• Provides	  information	  using	  a	  variety	  of	  approaches	  	  
• Actively	  involves	  young	  people	  in	  assessment	  and	  provision	  of	  services	  
a. Physical	  Environment	  of	  the	  Facility	  (EnvFac_I2),	  (EnvFac_I4),	  (EnvFac_I5),	  (EnvFac_I6),	  (EnvFac_I7)	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b. Infrastructure	  of	  the	  Facility	  (InfraFac_I2),	  (InfraFac_I5),	  (InfraFac_I6)	  	  
c. Staff	  interactions	  (StaffInter_I4),	  (StaffInter_I5)	  
d. Clinical	  interaction	  (ClinInteract_I7)	  
e. Referral	  system	  (RefSys)	  
f. Information	  Education	  and	  Counseling	  (IECImp_I2),	  (IECImp_I4),	  (IECImp_I6),	  (IECImp_I7)	  
4	  Appropriate	  Health	  Services	  for	  Young	  People	  is	  best	  provided	  if:	  
• Services	  needed	  to	  fulfill	  their	  needs	  are	  provided	  either	  at	  the	  point	  of	  delivery	  or	  through	  referral	  linkages.	  
• Care	  providers	  deal	  adequately	  with	  presenting	  issues,	  yet	  strive	  to	  go	  beyond	  to	  address	  other	  issues	  that	  affect	  their	  
health	  and	  development.	  
a. Clinic	  service	  plan	  for	  adolescents	  (ClinServ)	  
b. IEC	  material	  inventory/order	  forms	  (IECInv)	  
c. Quality	  Assurance	  (QA_I4),	  (QA_I5),	  (QA_I6)	  	  
d. Adherence	  to	  AFHS	  policies	  and	  guidelines	  (AFHSAdher_I4),	  (AFHSAdher_I5)	  
e. Inhibiting	  adherence	  (AdherInhib_I4),	  (AdherInhib_I5)	  	  	  
5	  The	  Effectiveness	  of	  Health	  Services	  for	  Young	  People	  is	  best	  achieved	  when:	  
• Health-­‐care	  providers	  have	  required	  competencies	  
• Health-­‐service	  provision	  is	  guided	  by	  technically	  sound	  protocols	  and	  guidelines	  
• Points	  of	  service	  delivery	  have	  the	  necessary	  equipment,	  supplies,	  and	  basic	  amenities	  to	  deliver	  care	  	  
• Care	  is	  patient	  centered	  
a. Profile	  of	  adolescents	  in	  the	  community	  (AdolProf)	  
b. Clinical	  records	  of	  visits	  from	  register	  (ClinRec1)	  
c. Clinical	  records	  of	  visit	  from	  ten	  client	  files	  for	  review	  (ClinRec2)	  
d. Clinical	  records	  of	  visit	  from	  ten	  client	  files	  for	  review	  (ClinRec3)	  
e. Essential	  Services	  Package	  Implementation	  (ESPImp_I4),	  (ESPImp_I5),	  (ESPImp_I6)	  
f. Guidelines/	  protocols	  for	  service	  provision	  under	  essential	  service	  package	  (ProtGuide)	  
g. Data	  for	  service	  delivery	  (DataServ_I4)	  
h. Management	  information	  services	  (MIS_I6)	  
i. Clinical	  care	  (ClinCare_I4),	  (ClinCare_I6)	  
j. Clinical	  history	  (ClinHx_I7)	  
k. Clinical	  examinations	  (ClinEx_I7)	  	  	  
l. Institutional	  capacity	  building	  (CBuild_I4),	  (CBuild_I5),	  (CBuild_I6)	  	  
	  
NB:	  Not	  included	  in	  analysis:	  2c	  -­‐	  (RateServ_I4),	  (RateServ_I5),	  (RateServ_I6)	  overall	  comment	  &	  





ORGANIZATIONAL CHARACTERISTICS (QUANTITATIVE) 
 
 
Administrative activities  
Organizational profile of facility (OrgProf) 
 No Yes  
2.1 Facility’s organizational profile is available 0 1 FacOrgProf 
2.2 Staff hierarchy noted in organizational profile 0 1 HierOfStaff 
2.3 Staff responsibility stated in organizational profile 0 1 StaffResp 
2.4 Organizational profile is revised annually 0 1 ProfRevised 
 
Staff list (StList) 
2.5 Staff list is available 0 1 StaffList 
2.6 Staff list has name of all facility staff 0 1 StaffNames 
2.7 Work & leave schedules of staff are documented 0 1 WorkLeave 
2.8 Assumption of duty, job description with roles & responsibilities of all 
staff documented 
0 1 AssumDuty 
2.9 Staff training, promotion, etc. are documented 0 1 TrainProm 
 
Service delivery (overall) 
Records of activities of the facility (RecFac) 
 No Yes  
5.1 Records on health activities within and outside health facility 0 1 HlthActRecd 
5.2 Records document venue of activity 0 1 ActVenue 
5.3 Records define target population of activity 0 1 TargPopln 
5.4 Records define type of activity (educational, service provision, etc.) 0 1 ActivType 
5.5 Records show period of activity (Daily, Weekly, Monthly, Quarterly, 
Yearly) 
0 1 ActivPeriod 
5.6 Total number of clinic visits, new visits, revisits 0 1 ClinVisits 
5.7 Information education and counselling (IEC) delivered 0 1 IEC 
5.8 Distribution/ Utilization of IEC materials 0 1 IECMats 
5.9 Tests (HIV/STI/Pregnancy/Malaria/HBV, etc) performed 0 1 Tests 
5.10 Treatments provided for health conditions 0 1 Treatment 
5.11 Family planning methods administered 0 1 FamPlan 
5.12 Contraceptives and other supplies 0 1 Contracep 
5.13 Information on screening (HIV, STI, Hepatitis B, Dental, Eye, etc.) 0 1 ScreenInfo 
5.14 Information on immunization (Hepatitis B, etc.) 0 1 ImmunInfo 
5.15 Information on nutritional or other supplementation 0 1 NutriInfo 
 
Infection prevention protocols/ guidelines (InfPrev) 
 No Yes  
7.1 Infection prevention protocols/guidelines available 0 1 InfPrevAvail 
7.2 Infection prevention protocols/guidelines utilized 0 1 InfectPrev 
7.3 Hand-washing guidelines 0 1 WashGuid 
7.4 Guidelines on wearing and use of gloves 0 1 GloveGuid 
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7.5 The use and disposal of sharps 0 1 SharpDisp 
7.6 Waste disposal protocols 0 1 WasteDisp 
7.7 Protocols and records on cleaning of instruments and other clinic 
utilities 
0 1 CleanInstrum 
7.8 Protocols and records on sterilization of instruments and other clinic 
utilities 
0 1 Steriliz 
 
Infection prevention (InfPrev_O2) 
3.16 There are non-penetrable needle disposable containers 0 1 DispCont 
3.17 The non-penetrable containers are located at convenient sites 0 1 ConvLoc 
3.18 The non-penetrable containers are less than ¾ full 0 1 ConFull 
3.19 Waste is disposed of according to waste management guidelines 0 1 DispWaste 
 
Infection prevention (InfPrev_O4) 
3.6 Infection control procedures are in place 0 1 InfContProc 
3.7 Infection control protocols are visibly posted or readily available 0 1 InfContProt 
3.8 An infection control monitoring team is in place seeing to the 
effectiveness of procedures 
0 1 InfContMon 
3.9 Infection control seminars/workshops are organized for staff at least 
twice a year 
0 1 InfContSem 
 
Infection prevention (InfPrev_O5) 
3.14 Infection control procedures are in place 0 1 InfContProc 
3.15 Infection control protocols are visibly posted or readily available 0 1 InfContProt 
3.16 An infection control monitoring team is in place seeing to the 
effectiveness of procedures 
0 1 InfContMon 
3.17 Infection control seminars/workshops are organized for staff at least 
twice a year 
0 1 InfContSem 
 
Infection Prevention (InfPrev_O7) 
4.2 Infection control guidelines    
4.2.i. Proper sharps disposal 0 1 SharpDisp 
4.2.ii. Wearing of gloves 0 1 Glove 
4.2.iii. Proper handling of contaminated waste 0 1 WasteMgt 
4.2.iv. Hand washing 0 1 HandWash 
 
Physical Environment of the Facility (EnvFac_O2) 
3.4 The premises of the facility are well cleaned 0 1 FacClean 
3.5 The premises of the facility are neat 0 1 FacNeat 
3.6 The reception area is clean 0 1 RecClean 
3.7 The waiting rooms are clean 0 1 WRClean 
3.8 Consulting/Examination Rooms are clean 0 1 CRClean 
3.9 The laboratories are clean 0 1 LabClean 




Infrastructure at the facility (InfraFac_O2) 
3.11 There is running water and detergent/soap for clients to wash their 
hands 
0 1 RWClient 
3.12 There is running water and detergent/soap for staff to wash their 
hands 
0 1 RWStaff 
3.13 There are towels (paper) to dry hands for patients 0 1 TowClient 
3.14 There are towels (paper) to dry hands for staff 0 1 TowStaff 
3.15 There is safe drinking (chlorinated/boiled/bottled) water 0 1 SafeH2O 
 
Equipment necessary to provide care (Equip_O4) 
 No Yes  
6.1 Full blood counts are performed for adolescents at the facility 0 1 FBC 
6.2 The height of adolescent clients can be assessed at the facility 0 1 HtAdol 
6.3 The weight of adolescent clients can be measured at the facility 0 1 WtAdol 
6.4 Blood pressure measuring equipment are available at the facility 0 1 BPEquip 
 
Equipment Necessary to Provide Care (Equip_O2) 
 No Yes  
8.1 Basic equipment available for care delivery are in conformity with the 
ESP 
0 1 EquipESP 
8.2 Equipment are functioning appropriately 0 1 EqFunctn 
8.3 Equipment are maintained regularly and have maintenance logs 0 1 EqMaint 
8.4 Equipment are stored appropriately 0 1 EqStore 
8.5 Full blood counts are performed 0 1 FBC 
8.6 The height of adolescent clients can be assessed 0 1 Ht 
8.7 The weight of adolescent clients can be measured 0 1 Wt 
8.8 Supplies of the basic equipment have not been in short supply in the 
past 6 months 
0 1 ESupShort 
8.9 Measures are in place to ensure continued availability of basic 
equipment for care 
0 1 EConstSup 
8.10 A dedicated staff member is in charge of basic equipment 
procurement and management 
0 1 EDedStaff 
 
Equipment Necessary to Provide Care (Equip_O3) 
Do you have equipment required for provision of care to adolescents in your facility? 
 
Drugs Necessary to Provide Care (Rx_O2) 
 No Yes  
6.1 Basic drugs belonging to the Essential Drug List (EDL) are available 0 1 RxEDL 
6.2 Drugs for SRH are available 0 1 RxSRH 
6.3 Drugs for malaria treatment are available 0 1 RxMal 
6.4 Drugs for respiratory tract infections (RTI) management are available 0 1 RxRTI 
6.5 Drugs are stored under appropriate conditions 0 1 RxStore 
6.6 Monthly (Periodic) brochures of available drugs are provided to care 
givers at constant time periods 
0 1 RxBroch 
6.7 Antibiotics for managing urinary tract infections (UTI) are available 0 1 RxUTI 
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6.8 Antibiotics for managing sexually transmitted infections (STIs) are 
available 
0 1 RxSTI 
6.9 Anti retro virals are available 0 1 ARV 
6.10 Hematenics are available 0 1 Hem 
6.11 Pain killers are available 0 1 Analg 
6.12 Basic drugs have not been in short supply in the past 6 months 0 1 RxShort 
6.13 Measures are in place to ensure continued availability of basic drugs 
for care 
0 1 ConstSup 
6.14 A dedicated staff member is in charge of basic drug procurement and 
management 
0 1 DedStaff 
 
Drugs Necessary to Provide Care (Rx_O3) 
Do you have medications required for provision of care to adolescents in your facility? 
 
Drugs necessary to provide care (Rx_O4) 
 No Yes  
7.1 Medications belonging to the Essential Drug List (EDL) are available 0 1 EDLMeds 
7.2 Brochures of available drugs are provided to care givers  at least 
quarterly 
0 1 MedBrochure 
7.3 Antibiotics for managing urinary tract infections (UTI) are available 0 1 UTIAntibio 
7.4 Antibiotics for managing sexually transmitted infections (STIs) are 
available 
0 1 STIAntibio 
7.5 Antiretrovirals are available 0 1 ARV 
7.6 Hematenics are available 0 1 Hematenics 
7.7 Pain killers are available 0 1 Analgesics 
7.8 Supplies of basic drugs have not been in short supply in the past 6 
months 
0 1 RxSupplies 
 
Supplies and Test Kits Necessary to Provide Care (TestKit_O2) 
 No Yes  
7.1 Different types of contraceptives are available at the facility 0 1 Contracep 
7.2 Urinalysis test kits are available at the facility 0 1 UrineRE 
7.3 Pregnancy test kits are available at the facility 0 1 Pregtest 
7.4 Blood glucose level test kits are available at the facility 0 1 Gluco 
7.5 HIV screening kits are available at the facility 0 1 HIVScre 
7.6 Hepatitis B test kits are available at the facility 0 1 HepBSc 
7.7 Blood pressure testing kits are available at the facility 0 1 BPScre 
7.8 Eye sight screening kits are available at the facility 0 1 EyeKit 
7.9 Ear examining kits are available at the facility 0 1 EarKit 
7.10 Supplies and test-kits have not been in short supply in the past 6 
months 
0 1 SupShort 
7.11 Measures are in place to ensure continued availability of supplies and 
test-kits for care 
0 1 SConstSup 
7.12 A dedicated staff member is in charge of supplies and test-kits 
procurement and management 
0 1 SDedStaff 
 
Supplies and Test-Kits Necessary to Provide Care (TestKit_O3) 
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Do you have supplies and test-kits required for provision of care to adolescents in your facility? 
 
Supplies and test-kits necessary to provide care (TestKit_O4) 
 No Yes  
8.1 Contraceptives of varying types are available 0 1 Contracept 
8.2 Urinalysis test kits are available 0 1 UrineRE 
8.3 Pregnancy test kits are available 0 1 Pregtest 
8.4 Blood glucose levels test kits are available 0 1 Glucometer 
8.5 HIV screening kits are available 0 1 HIVTest 
8.6 Hepatitis B test kits are available 0 1 HepBTest 
8.7 Blood pressure testing apparatus are available 0 1 BPApparat 
8.8 Eye sight screening kits are available 0 1 EyeScreen 
8.9 Ear examining kits are available 0 1 EarScreen 
8.10 Other supplies and test-kits have not been in short supply in the past 
6 months 
0 1 SupShort 
 
Monitoring logistics 
Inventories/order forms for drugs (RxInv) 
 No Yes  
8.1 Inventories/ order forms for drugs available 0 1 InventoryDr 
8.2 Forms for drugs are legible 0 1 FormLegDr 
8.3 Forms for drugs are up-to-date and complete 0 1 FormCompDr 
 
Inventories/order forms for other supplies and test-kits (TestInv) 
 No Yes  
9.1 Inventories/ order forms for other supplies and test-kits available 0 1 InventoryOth 
9.2 Forms for other supplies and test-kits are legible 0 1 FormLegibOt 
9.3 Forms for other supplies and test-kits are up-to-date and complete 0 1 FormCompOt 
 
Inventories/order forms for equipment (EqInv) 
 No Yes  
10.1 Inventories/ order forms for equipment available 0 1 InventoryEq 
10.2 Forms for equipment are up-to-date 0 1 EquipForm 
10.3 Inventories available for maintaining/servicing equipment 0 1 MaintInvent 
10.4 Inventories available for repairing equipment 0 1 RepairInvent 
 
Infrastructural management logs (InfMgt) 
 No Yes  
11.1 Documents on procurements for infrastructural development and 
maintenance 
0 1 ProcureDocs 
11.2 Logs of materials involved in refurbishing or constructing facility 0 1 MaterialLogs 
11.3 Records of cost involved in refurbishing or constructing facility 0 1 RefurbCost 
 
Essential drug list (EDL) 
 No Yes  
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14.1 EDL available 0 1 EDLAvail 
14.2 EDL utilized 0 1 EDLUtilz 
14.3 Most recent version of EDL 0 1 EDLVersn 
14.4 EDL copies available in each consulting room 0 1 EDLInCR 
 
Capacity building (Overall) 
Staff training and development (StaffDev) 
 Level of implementation  
 Not Few Some Most Fully  
17.1 Staff training and developmental plan 1 2 3 4 5 TrainDevPlan 
17.2 Staff training and developmental needs 
assessed periodically 
1 2 3 4 5 TrainDevAss 
17.3 Future training needs of staff considered 1 2 3 4 5 FutTrainNeed 
17.4 Records of staff training and development 1 2 3 4 5 TrainDevRecd 
17.5 In-Service Training Activities 1 2 3 4 5 InservTrain 
17.6 External Training Activities 1 2 3 4 5 ExternTrain 






IMPLEMENTATION CHARACTERISTICS (QUANTITATIVE) 
 
 
Administrative activities (adolescent specific)_Module 1 
Profile of adolescents in the community (AdolProf) 
 No Yes  
3.1 Profile of adolescents in the community 0 1 AdolProfile 
3.2 Profile contains number and proportion of adolescents based on 
gender 
0 1 NumbProp 
3.3 Profile contains educational levels of adolescents 0 1 EducLevel 
3.4 Profile contains basic health statistics of adolescents (SRH, malaria, 
HIV, dental health, etc) 
0 1 HealthStats 
3.5 Profile contains list of educational facilities in community (Schools, 
Libraries, etc.) 
0 1 EdnFacilities 
3.6 Profile documents recreational facilities in the community 0 1 RecFacilities 
3.7 Profile documents of organizations serving adolescents and their 
contact details 
0 1 AdolOrgan 
3.8 Profile has health information aggregated by age ranges (5-9; 10-14; 
15-19; 20-24 years) 
0 1 AggHlthInf 
 
Clinic service plan for adolescents (ClinServ) 
 No Yes  
4.1 Service delivery plan for adolescents at the facility 0 1 ServPlan 
4.2 Clinic operation hours clearly stated 0 1 ClinOpHrs 
4.3 Services provided for adolescents clearly stated 0 1 AdolServ 
4.4 Schedule (weekly/monthly/quarterly) of staff managing clinic 0 1 StaffSched 
4.5 Responsibilities of staff on duty and supervisor 0 1 StaffDuty 
 
IEC material inventory/order forms (IECInv) 
 No Yes  
12.1 Inventories available for IEC materials 0 1 IECInventory 
12.2 Ordering/ Purchasing forms are available 0 1 OrderForms 
12.3 Stocktaking forms are available 0 1 StockForms 
 
Clinical records of visits from register (ClinRec1) 
NB!! Check number done against overall 
patients seen!! 
Level of implementation  
 Not Few Some Most Fully  
15.1 Clients registered on each visit 1 2 3 4 5 ClientReg 
15.2 Date of visit 1 2 3 4 5 DOV 
15.3 Client name or identification 1 2 3 4 5 ClientID 
15.4 Sex or gender of client 1 2 3 4 5 ClientGender 
15.5 Age of client 1 2 3 4 5 ClientAge 




Clinical records of visit from ten client files for review (ClinRec2) 
 
Clinical records of visit from ten client files for review (ClinRec3) 
 
Case types  
 
Referral system (RefSys) 
 No  Yes   
16.1 List of referral institutions with addresses and contact person 0 1 RefInstn 
16.2 Types of service the referral facilities provide 0 1 Serv 
16.3 Referral forms available 0 1 RefForms 
16.4 Referral forms have date of referral of client 0 1 DORef 
16.5 Referral forms have identity/ name of client 0 1 IDClient 
16.6 Forms document Sex/ Gender of client 0 1 Gender 
16.7 Referral forms record condition necessitating referral 0 1 RefCondn 
16.8 Referral forms document age of referred client 0 1 AgeClient 
16.9 Forms have brief history, examination and findings of investigations 0 1 HxExam 
 
Type of information File Number 
 1 2 3 4 5 6 7 8 9 10  
a. Age            Age  
b. Sex            Sex  
c. Date            DOV 
d. Diagnosis            Dz 
e. Referral needed           Refer 
f. Referral made           Referm 
g. Behavior risk assessment 
completed during 1st visit  
          Risk Ass 
Type of information File Number 
 1 2 3 4 5 6 7 8 9 10 Codes  
h. Patient’s presenting complaint            PresCo 
i. Patient’s relevant history            RelHx 
j. Social History            SocHx 
k. Physical Examination (Relates 
to presenting complaint & Service 
guidelines)  
          PhysEx 
l. Results of investigations/lab 
tests (based on presenting 
complaint & service guidelines)  
          Invest 
m. Treatment provided as stated 
by ESP/ EDL 
          Rx 




Service delivery (adolescent specific) 
Physical Environment of the Facility (EnvFac_I2) 
 No Yes  
3.1 Privacy/confidentiality in consulting/counseling/examination rooms is 
maintained 
0 1 ConfidenER 
3.2 Visual privacy of consulting/counseling/examination rooms is 
maintained 
0 1 VPrivCR 
3.3 Auditory privacy of consulting/counseling/examination rooms is 
maintained 
0 1 APrivCR 
 
4.11 The health facility is comfortable to adolescent clients 0 1 HFConfort 
4.12 The health facility is receptive to adolescent clients (observe them 
well received) 
0 1 HFRecep 
 
Physical Environment of the Facility (EnvFac_I3) 
e. Do you consider the physical environment of your facility attractive/ comfortable to adolescents?  
 
Physical environment of facility (EnvFac_I4) 
 No Yes  
3.1 The environment in which you work is clean (office, cubicle, 
examination room, etc.) 
0 1 ClnWkEnv 
3.2 The work environment is comfortable to adolescents (office, cubicle, 
examination room, etc.) 
0 1 ComWkEnv 
3.3 The work environment is attractive to adolescents (office, cubicle, 
examination room, etc.) 
0 1 AttWkEnv 
3.4 Privacy is ensured at all times to adolescent clients 0 1 Privacy 
3.5 Confidentiality is ensured at all times to adolescent clients 0 1 Confidential 
 
Physical environment of facility (EnvFac_I5) 
 No Yes  
3.1 The Health Facility is clean 0 1 FacClean 
3.2 The Health facility is comfortable to adolescents 0 1 FacCom 
3.3 The Health Facility is attractive to adolescents 0 1 FacAttract 
3.7 Washrooms are cleaned up at regular intervals in the course of the 
day 
0 1 ToilClean 
3.9 The environment in which you work (office, cubicle, examination 
room, etc.) is clean 
0 1 WkEnvClean 
3.10 The environment in which you work (office, cubicle, examination 
room, etc.) is comfortable to adolescents 
0 1 WkEnvCom 
3.11 The environment in which you work (office, cubicle, examination 
room, etc.) is attractive to adolescents 
0 1 WkEnvAtt 
3.12 Privacy is ensured at all times to adolescent clients at the health 
facility 
0 1 Priv 
3.13 Confidentiality is ensured at all times to adolescent clients at the 
health facility 





Physical environment of facility (EnvFac_I6) 
 No Yes  
3.1 Adolescents see the waiting spaces, offices, cubicles, examination 
rooms, etc. of the facility as clean 
0 1 PremClean 
3.2 Adolescents see the waiting spaces, offices, cubicles, examination 
rooms, etc. as comfortable to them 
0 1 PremComf 
3.3 Adolescents see the waiting spaces, offices, cubicles, examination 
rooms, etc. as attractive 
0 1 PremAttract 
3.4 Adolescents feel they are accorded their privacy at all times at the 
health facility 
0 1 Priv 
3.5 Adolescents feel they are accorded confidentiality at all times at the 
health facility 
0 1 Conf 
 
4.1 From the perspective of the community, the Health Facility is clean 0 1 HFClean 
4.2 From the perspective of the community, the Health facility is 
comfortable to adolescents 
0 1 HFComf 
4.3 From the perspective of the community, the Health Facility is 
attractive to adolescents 
0 1 HFAttract 
4.7 Washrooms within the facility are kept clean at all times 0 1 ToilClean 
 
Physical environment of facility (EnvFac_I7) 
 No Yes  
4.1 Confidentiality of care    
4.1. i. Auditory privacy 0 1 AudPriv 
4.1. ii. Visual privacy 0 1 VisPriv 
 
 No Yes  
5.1 Approach to clients    
5.1.i. Friendliness 0 1 Friend 
5.1.ii. Non-Judgmental  0 1 Judge 
5.1.iii. Accepting  0 1 Accept 
5.1.iv. Empathetic 0 1 Empath 
 
 No Yes  
6.1 Mutual respect of clients 0 1 Respect 
6.2 Care provider verbally assures confidentiality 0 1 VerbConfid 
 
Infrastructure of the Facility (InfraFac_I2) 
 No Yes  
4.1 Directional signs and relevant information on available services are 
posted outside the facility 
0 1 DirSigns 
4.2 The name of the facility is posted 0 1 FacName 
4.3 The times of operation are posted (Days, Hours, etc.) 0 1 TimeOper 
4.4 The services available are posted 0 1 ServAvail 
4.5 There is a visible inscription welcoming adolescents to facility 0 1 Welcome 
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4.6 Directional signs and relevant information are posted within the 
facility 
0 1 DSinFac 
4.7 There are directions to reception area 0 1 DSinRec 
4.8 There are directions to waiting room/area 0 1 DStoWR 
4.9 There are directions to consulting/examination rooms 0 1 DStoCR 
4.10 There are directions to laboratories 0 1 DStoLab 
4.13 Washrooms are available for clients' use 0 1 WRClient 
4.14 Waiting room/area has adequate seating for waiting clients 0 1 WtRSeat 
4.15 Waiting room/area has sufficient lighting for reading 0 1 WtRLite 
4.16 The facility is well-ventilated (no smoking or offensive odors) 0 1 FacVent 
4.17 Consulting/examination rooms have sufficient lighting 0 1 CRLite 
4.18 There is a public address system providing constant reminders or 
guidelines 
0 1 PASys 
4.19There are television sets in waiting areas 0 1 TVinWR 
 
Infrastructure at facility (InfraFac_I5) 
3.4 Appropriate directional signs guide adolescent clients to the facility 0 1 Dxn 
3.5 Appropriate and adequate directional signs guide adolescents to 
locate services within the facility 
0 1 FacDxn 
3.6 Washrooms are available for adolescent clients use 0 1 ToilAdol 
3.8 The waiting area provides some entertainment (television programs, 
etc) to adolescent clients 
0 1 Entertain 
 
Infrastructure of the facility (InfraFac_I6) 
 No Yes  
4.4 Adolescents in the community see appropriate directional signs that 
guide them to the facility 
0 1 DxnSign 
4.5 Adolescents in the community view as appropriate and adequate 
directional signs providing guidance to locate services within the facility 
0 1 InHFDxnSign 
4.6 Washrooms are available for clients use in the facility 0 1 ToilClient 
 
ESP 
Essential Services Package Implementation (ESPImp_I4) 
10.6 Clinical histories elicited from clients cover all body systems 0 1 ClinHx 
10.7 Relevant clinical examinations are performed at the consent of the 
adolescent 
0 1 ClinExam 
10.8 Adolescents receive sexual and reproductive health services that is 
appropriate for their age 
0 1 SRHServApp 
10.9 Life skills programs (describe) are provided to adolescents 0 1 LifeSkill 
10.10 Livelihood skills programs (describe) are provided to adolescents 0 1 LivelihoodSkill 
10.11 Urinalysis can be done for the adolescent 0 1 UrineREDone 
10.12 Pregnancy tests can be done for adolescents 0 1 Pregtestdone 
10.13 Blood glucose levels can be tested for adolescents 0 1 RBSDone 
10.14 HIV screening can be performed for adolescents 0 1 HIVDone 
10.15 Hepatitis B screening can be performed for adolescents 0 1 HepBDone 
10.16 Blood pressure of adolescents is checked 0 1 BPDone 
10.17 Eye sight testing can be performed for adolescents 0 1 EyeExam 
10.18 Hearing assessments can be performed for adolescents 0 1 EarExam 
10.19 Oral examinations can be performed for adolescents 0 1 OralExam 
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10.20 Mental, Emotional and Behavioral (MEB) assessments are 
performed for adolescents 
0 1 MEBExam 
10.21 Protocols and guidelines for managing and treating various health 
conditions of adolescents are posted or readily available to care 
providers 
0 1 ProtGuide 
10.22 Care is provided for adolescents with STIs 0 1 STICare 
10.23 Adolescents are provided with FP/ contraceptive education and 
care 
0 1 FPEducCare 
10.24 Care is provided for pregnant adolescents 0 1 PregCare 
10.25 Termination of pregnancies is performed for adolescents 0 1 TOP 
10.26 Post TOP care is provided to adolescents 0 1 PostTOP 
10.27 Care is provided for adolescents with HIV/AIDS 0 1 HIVCare 
 
Essential services package implementation (ESPImp_I5) 
6.5 Adolescents are served when they visit the clinic without their health 
records 
0 1 RecServ 
6.6 TOP services are provided to adolescents 0 1 TOPServ 
6.7 Post TOP care is provided to adolescents 0 1 PostTOP 
6.14 HIV screening can be performed for adolescents 0 1 HIVDone 
6.15 Care is provided for adolescents with HIV/AIDS 0 1 HIVCare 
6.16 You counsel or refer adolescents for counseling based on their 
individual needs 
0 1 ConselRef 
 
Essential services package Implementation (ESPImp_I6) 
6.10 Adolescents who are referred to other health facilities for care are 
satisfied with the referral process at the facility 
0 1 Referal 
6.11 TOP services are provided to adolescents 0 1 TOPCare 
6.12 Post TOP care is provided to adolescents 0 1 PostTOPCare 
 
IEC 
Information Education and Counseling (IECImp_I2) 
 No Yes  
5.1 IEC materials are available at the facility 0 1 IECinFac 
5.2 IEC materials are consistent with ESP guidelines 0 1 IECwESP 
5.3 Information and education on adolescent health issues 0 1 IEonAH 
5.4 Counseling towards behavior change in adolescence is performed 0 1 CforBC 
5.5 Counseling towards risk avoidance in adolescence is performed 0 1 CfRA 
5.6 Adolescent reproductive health care is provided 0 1 ARH 
5.7 HIV/AIDS management is provided 0 1 HIVMgt 
5.8 Health screening is performed for adolescent females 0 1 HSFem 
5.9 Health screening is performed for adolescent males 0 1 HSMale 
5.10 Adolescent nutritional care information and guidance is provided 0 1 NutriCare 
5.11 Information on non-Communicable diseases in adolescence is 
provided 
0 1 NCDInfo 
5.12 Mental health care information including substance use is provided 0 1 MHInfo 
5.13 Information on injury management is provided 0 1 InjInfo 
5.14 Life skills program is run 0 1 LifeSkill 
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5.15 Livelihood skills program is run 0 1 LiveSkill 
5.16 Self-care skills are provided 0 1 SCSkill 
5.17 Leadership skills are provided 0 1 LeadSkill 
5.18 Clients are allowed to carry away IEC materials for their perusal 0 1 IECMat 
 
9. Information, Education and Counseling (IEC) (IECImp_I3) 
e. Does your facility provide IEC programs to adolescents?  
 
Information, education and counseling (IECImp_I4) 
 No Yes  
9.1 Information, Education and Counseling (IEC) services are available 0 1 IECSupp 
9.2 You participate in the provision of IEC program(s) 0 1 IECProv 
9.3 You have been trained in IEC program(s) provision 0 1 IECProvTrain 
9.4 You consider yourself well equipped in IEC service provision 0 1 IECWellEquip 
9.5 Adolescents are involved in IEC service provision 0 1 IECAdol 
 
Information, education and counseling (IEC_I6) 
 No Yes  
5.1 Educational pamphlets and posters are in languages that most 
adolescents are capable of reading 
0 1 Readable 
5.2 Educational materials are available for adolescents to pick and send 
home with them 
0 1 TakeHome 
5.3 You are involved in providing health education and information to 
adolescents 
0 1 EdnInvolve 
5.4 Adolescents are involved in providing health education and 
information to other adolescents 
0 1 AdolInvolve 
5.5 Adolescents are provided health education within the health facility 0 1 HEFacility 
5.6 Adolescents are provided health education in schools 0 1 HESchool 
5.7 Adolescents are provided health education at the community 0 1 HECommun 
5.8 Visits are paid to the homes of adolescents to educate them 0 1 HEHome 
5.9 Adolescents are provided education through their peers 0 1 HEPeers 
5.10 The health education adolescents receive informs them about 
services available to them at the facility 
0 1 HEServices 
5.11 Sexual and Reproductive Health (SRH) Education is provided to the 
adolescents 
0 1 SRHAdol 
5.12 The adult community is generally receptive to SRH messages 
provided to the adolescents 
0 1 SRHRecep 
5.13 The health educational messages provided to adolescents include 
areas like oral health, mental health, and nutritional needs 
0 1 HEMulti 
 
Information, education and counseling (IECImp_I7) 
 No Yes  
7.1 Use of IEC materials    
7.1.i. Clients introduced to IEC materials 0 1 IntroIEC 
7.1.ii. Clients free to carry away IEC materials 0 1 FreeIEC 
 




Promoting AFHS (AppHServ_I4) 
10. Appropriate Adolescent Health Services (AppHServ_I3) 
f. Are adolescents, community organizations and the community involved in the AFHS program implementation 
at your facility? 
 
AFHS Promotion (AFHSProm_I4) 
 No Yes  
10.1 Case management at the health facility with adolescents is guided 
by the ESP 
0 1 GuidebyESP 
10.2 Facility promotes and educates the community about AFHS 0 1 AFHSEducC 
10.3 You are involved in the promotion and education of AFHS in the 
community 
0 1 AFHSInvolvC 
10.4 Facility Promotes and educates schools about AFHS 0 1 AFHSEdSch 
10.5 You are involved in the promotion and education on AFHS in 
schools 
0 1 AFHSInvSch 
 
AFHS Promotion (AFHSProm_I5) 
 No Yes  
6.1 Facility promotes and educates the community about AFHS 0 1 AFHSEd 
6.2 You are involved in the promotion and education of AFHS in the 
community 
0 1 EdInvolv 
6.3 Facility Promotes and educates schools about AFHS 0 1 AFHSEdSch 
6.4 You are involved in the promotion and education of AFHS in schools 0 1 EdSchInvolv 
 
AFHS Promotion (AFHSProm_I6) 
 No Yes  
6.1 Adolescents generally find it easy visiting the health facility to assess 
health care 
0 1 EasyVisit 
6.2 The community as a whole is aware of the services provided by the 
facility to adolescents 
0 1 CommAware 
6.3 The clinic has developed partnerships with community organizations 
to promote care delivery to adolescents 
0 1 Partners 
6.4 You are involved in promoting the services of the health facility to 
adolescents in the community 
0 1 InvolvServ 
 
Management information systems 
11. Management Information Systems (MIS) (MIS_I3) 
g. Does your facility collect and use information on adolescents to improve care delivery to them?  
 
Management information systems (MIS_I4) 
Community needs assessment (CNAssess_I4) 
 No Yes  
11.1 Community needs assessments are performed periodically 0 1 NeedAssess 
11.2 Staff contribute to the community assessment process 0 1 StaffContri 




11.4 Findings from the community needs assessment are made 
available to staff 
0 1 StaffAvail 
11.5 Findings from the community needs assessment are made 
available to the community 
0 1 CommAvail 
11.6 Findings from the community needs assessment guide practice with 
respect to adolescents 
0 1 FindGuide 
 
Community needs assessment (CNAssess_I5) 
 No Yes  
7.1 Community needs assessments are performed periodically 0 1 NeedAssess 
7.2 Staff contribute to the community assessment process 0 1 AssessStaff 
7.3 Community members contribute to the community assessment 
process 
0 1 AssessComm 
7.4 Findings from the community needs assessment are made available 
to staff 
0 1 FindStaff 
7.5 Findings from the community needs assessment are made available 
to the community 
0 1 FindComm 
7.6 Findings from the community needs assessment guide practice with 
respect to adolescents 
0 1 FindGuide 
 
Data for service delivery (DataServ_I4) 
11.7 Care provision to adolescents is documented daily 0 1 CareProvDoc 
11.8 Care information on adolescents is compiled and analyzed at 
regular set intervals (monthly/quarterly/biannually/annually) 
0 1 CareInfoAnaly 
11.9 Analysis of care information on adolescents is done by staff 
providing care 
0 1 AnalyStaff 
11.10 Analysis of care information on adolescents is done by 
biostatistics unit 
0 1 AnalyBiost 
11.12 Staff received feedback from analysis of data on care at regular 
intervals 
0 1 FeedBStaff 
11.13 Feedback from analysis of data on care guides your practice 0 1 FeedBGuide 
11.20 You document all activities you engage in the facility in the 
appropriate record format 
0 1 ActDoc 
 
Data for service delivery (DataServ_I5) 
7.13 You document all activities you engage in the facility in the 
appropriate record format 
0 1 DocAct 
 
Management information services (MIS_I6) 
 No Yes  
7.1 A point person documents adolescents’ health concerns in the 
community 
0 1 AdolConcern 
7.2 The health facility receives and acts upon concerns of adolescents 0 1 Action 
7.3 Practices have been changed to address adolescents’ suggestions 
in the past year 
0 1 Change 
7.4 You are actively involved on the committee of the health facility 0 1 Involve 
7.5 Contributions by you and others in the community to the health 
facility is appreciated by management 
0 1 Contribute 
7.6 You are involved in health management information systems (HMIS) 0 1 HMISInvolv 
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meetings at the facility 
7.7 Improvements in care delivery to adolescents have occurred since 
your involvement in the activities the health facility 
0 1 Improve 
7.8 Some community members are involved in the needs assessment 
process 
0 1 NeedAsses 
 
Staff interactions (StaffInter_I4) 
11.14 Problems in care delivery are quickly identified and solutions 
found 
0 1 ProbSolution 
11.15 Communication between staff and management is cordial 0 1 Communicate 
11.16 Contributions and suggestions made to management are taken 
seriously and addressed 
0 1 Suggestion 
11.17 Clinical and non-clinical staff regularly interact and share their 
experiences with regards to care for adolescents 
0 1 ExpShare 
11.18 The environment at the facility is that of a unified team working for 
the good of adolescents 
0 1 Team 
11.19 Staff regularly meet with others from other facilities caring for 
adolescents to share experiences 
0 1 ShareOthers 
 
Staff interactions (StaffInter_I5) 
7.7 Problems in care delivery are quickly identified and solutions found 0 1 ProbCareDel 
7.8 Communication between staff and management is cordial 0 1 Communic 
7.9 Contributions and suggestions made to management are taken 
seriously and addressed 
0 1 Contribut 
7.10 Clinical and non-clinical staff regularly interact and share their 
experiences with regards to care for adolescents 
0 1 Interact 
7.11 The environment at the facility is that of a unified team working for 
the good of adolescents 
0 1 Unity 
7.12 Staff regularly meet with others from other facilities caring for 
adolescents to share experiences 
0 1 RegMeet 
 
Care delivery and continuity of care 
Clinical care (ClinCare_I4) 
 No Yes  
12.1 You take a clinical history of clients before arriving at a diagnosis 
and providing treatment 
0 1 ClinHxDiag 
12.2 History taking covers other systems together with the present 
complaints 
0 1 HxSyst 
12.3 Clinical examination is essential in defining the diagnosis and 
treatment 
0 1 ExamDiag 
12.4 A vaginal examination on a female adolescent client should be 
done with her full consent 
0 1 VagExam 
12.5 You speak and relate respectfully to the adolescent client 0 1 Respect 
12.6 In the process of caring for the adolescent you discuss with them 
the details of their condition, treatment options and further management 
0 1 Discuss 
12.7 Adolescents feel free to ask questions and interact with you 0 1 AskQns 
12.8 You are respectful of the wishes and opinions of the adolescent 0 1 Respectful 
12.9 You inform adolescents to return for follow-up care after treatment 
at the facility 
0 1 FollowUpRx 
12.10 You inform adolescents to return for follow-up care when they 0 1 FollowUpSE 
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experience side effects, complications or have any unusual feelings after 
treatment 
12.11 When a service is not available at your facility, you promptly refer 
the adolescent to another facility providing that service 
0 1 Refer 
12.12 When referring an adolescent, you provide them with a detailed 
written note to be sent to the other health facility 
0 1 ReferNote 
12.13 You do ensure that the adolescent perfectly understands the 
reasons for the referral and what to expect at the other facility 
0 1 UndRefer 
12.14 The community is aware of the benefits of your activities at the 
facility to the health of adolescents and the society as a whole 
0 1 CommAware 
12.15 The community is supportive of the activities of the health facility 0 1 CommSupp 
12.16 Risk assessments including MEB of adolescents are done 0 1 MEBRisk 
12.20 You counsel or refer adolescents for counseling based on their 
individual needs 
0 1 Counsel 
 
Clinical history (ClinHx_I7) 
 No Yes  
8.1     
8.1.i. Age 0 1 AgeCl 
8.1.ii. Presenting complaints 0 1 PresComp 
8.1.iii. Past medical problems 0 1 HxPresComp 
8.1.iv. O&G history (LMP, pregnancies, TOPs, births) 0 1 GynHx 
8.1.v. Sexual history 0 1 SexHx 
8.1.vi. Social history (home and social circumstances) 0 1 SocHx 
8.1.vii. Risk behavior (smoking, drinking, drugs) 0 1 RiskBehav 
8.1.viii. Other systems history 0 1 EtcSysHx 
 
Clinical examinations (ClinEx_I7) 
8.2    
8.2.i. MEB assessment 0 1 MEBAssess 
8.3     
8.3.i. Relevant exams for the presenting complaint performed 0 1 RelExams 
8.3.ii. Examinations performed after agreement sought from client 0 1 Consent 
8.4     
8.4.i. Adequate explanations of examination and its procedure 0 1 Explain 
8.4.ii. Request made for investigations commensurate with condition 
diagnosed 
0 1 Invest 
8.5 Client’s modesty and comfort considered in examination process 0 1 Modest 
 
Clinical interaction (ClinInteract_I7) 
8.7 Opportunities for health promotion well taken 0 1 Opps 
8.8 Clients freely express their concerns and ask questions 0 1 Free 
8.9 Counseling in a nonjudgmental, accepting and empathetic manner 0 1 Judgement 
8.10 Risks, benefits, and potential complications of the treatments and 
procedures discussed with the client 
0 1 Discussion 
8.11 Use of simple, non-technical language by provider 0 1 NonTech 
8.12 Providers validating the understanding of adolescents of 
information given 
0 1 Valid 
8.13 Providers give accurate information according to ESP 0 1 AccuratInfo 




Appropriate adolescent health services (AppHServ_I6) 
Staff relating to adolescents (StaffRelate_I6) 
6.5 The days and hours of operation of the health facility are convenient 
for adolescents 
0 1 HrsConven 
6.6 Staff of the health facility are receptive and accommodating of 
adolescent clients 
0 1 Receptive 
6.7 Staff of the health facility are understanding and empathetic of 
adolescent clients 
0 1 Understand 
6.8 Staff of the health facility are supportive and helpful to their 
adolescent clients 
0 1 Supportive 
6.9 Adolescents are not refused care at the health facility 0 1 CareProvid 
 
Clinical care (ClinCare_I6) 
 No Yes  
8.1 Staff of the facility encourage adolescents to freely express their 
concerns 
0 1 Express 
8.2 Adolescents are encouraged to make decisions about their care or 
treatment 
0 1 Decision 
8.3 Adolescents see the care providers as non-judgmental in their 
approach to them 
0 1 Judgment 
8.4 Adolescents trust the information and education they receive from 
providers 
0 1 Trust 
8.5 Adolescents are told when and why to return for a follow up after 
treatment 
0 1 FollowUp 
8.6 Adolescents are routinely told to return if they experience side 
effects, complications or any unusual feelings after treatment 
0 1 Return 
8.7 Adolescents are generally happy with their experience at the health 
facility 
0 1 Experience 
8.8 Appropriate referrals are made for conditions not managed at the 
facility 
0 1 Refer 
8.9 You are satisfied with your contributions to promoting AFHS care at 
this health facility 
0 1 Contribution 
 
Cost of service delivery 
Cost of care (CostCare_I4) 
12.17 Adolescents pay for consultation 0 1 PayConsult 
12.18 Adolescents pay for additional examinations such as labs, x-rays, 
etc. 
0 1 PayExam 
12.19 Adolescents pay for medications 0 1 PayMed 
 
Cost of care (CostCare_I5) 
6.8 Adolescents pay for consultation 0 1 AdolPay 
6.9 Adolescents pay for additional examinations such as labs, x-rays, etc. 0 1 AdolPayEx 
6.10 Adolescents pay for medications 0 1 AdolPayMed 
 
Cost of care (CostCare_I6) 
6.13 Adolescents pay for consultation 0 1 ConPay 
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6.14 Adolescents pay for additional examinations such as labs, x-rays, etc. 0 1 ExPay 
6.15 Adolescents pay for medications 0 1 MedPay 
 
Cost of care (CostCare_I7) 
8.17 Adolescents pay for consultation 0 1 Pay 
8.18 Adolescents pay for additional examinations such as labs, x-rays, etc. 0 1 PayEx 
8.19 Adolescents pay for medications 0 1 PayMed 
 
Quality assurance measures 
12. Mechanisms/ Systems to Monitor the Quality of Care (QA_I3) 
b. Does the facility monitor the quality of care it provides to adolescent clients? (Probe: Committee consisting of 
staff, adolescents, community representatives, NGO representatives, school representatives, traditional community 
leaders, assembly members, other; the frequency of their deliberations, how quality monitoring influences care)  
 
Quality Assurance (QA_I4) 
10.28 A quality assurance team monitoring care to adolescents exists at the 
health facility 
0 1 QualTeam 
10.29 The quality assurance team consists of facility staff and community 
members 
0 1 QualTMemb 
10.30 The quality assurance team meets at least twice a year 0 1 QualTMeet 
 
Quality assurance (QA_I5) 
6.11 A quality assurance team monitoring care to adolescents exists at the 
health facility 
0 1 TeamQual 
6.12 The quality assurance team consists of facility staff and community 
members 
0 1 TeamQualM 
6.13 The quality assurance team meets at least twice a year 0 1 TeamQMeet 
 
Quality Assurance (QA_I6) 
8.10 A quality assurance team monitoring care to adolescents exists at the 
health facility 
0 1 QualTem 
8.11 The quality assurance team consists of facility staff and community 
members 
0 1 QualTemMem 
8.12 The quality assurance team meets at least twice a year 0 1 QualTemMet 
 
Subjective service rating 
Rating of service delivery (RateServ_I4) 








Neutral  Fair  Fairly 
good 
Good  Very 
good  
Excellent   
1 2 3 4 5 6 7 8 9 10 RateServ 
 
Rating of service delivery (RateServ_I5) 
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9.9 On a scale of 1 (Very Poor) to 10 (Excellent), how will you rate the services provided to adolescents in your facility?  
Very 
poor 




Neutral  Fair  Fairly 
good 
Good  Very 
good  
Excellent   
1 2 3 4 5 6 7 8 9 10 RateServ 
 
Rating of service delivery (RateServ_I6) 








Neutral  Fair  Fairly 
good 
Good  Very 
good  
Excellent   
1 2 3 4 5 6 7 8 9 10 RateServ1 
 
 
Capacity building (adolescent specific) 
General Questions (CBuild_I3) 
 No Yes  
b. Have you received AFHS training or any training with AFHS content? 0 1 AFHSTrain 
 
Institutional Capacity Building (CStaffBuild_I3) 
e. Have the staff of your institution been appropriately trained to cater for the needs of adolescents visiting your 
facility?  
 
Institutional capacity building (CBuild_I4) 
 No Yes  
2.2 Have you received AFHS training or any training with AFHS content? 0 1 AFHSTrain 
 
 No Yes  
4.1 Staff have been trained on care delivery for adolescent clients 0 1 StaffTrain 
4.2 Training has greatly enhanced care giving skills for adolescent clients 0 1 CareSkill 
4.3 One training or refresher session provided on care for adolescent clients 
this year 
0 1 TrainperYear 
4.4 Importance of the Essential Packages Package (ESP) to care delivery to 
adolescents was emphasized at the training sessions 
0 1 ESPEssence 
 
Institutional capacity building (CBuild_I5) 
 No Yes  
2.2 Have you received AFHS training or any training with AFHS content? 0 1 AFHSTrain 
 
 No Yes  
4.1 The staff have received training on caring for adolescent clients 0 1 TrainCare 
4.2 The training has greatly enhanced care giving skills for adolescent 
clients 
0 1 TrainBenef 
4.3 One training or refresher session is provided on care for adolescent 
clients this year 
0 1 Refresher 
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4.4 Importance of the Essential Packages Package (ESP) to care delivery to 
adolescents was emphasized at the training sessions 
0 1 ESPImp 
 
Institutional capacity building (Cbuild_I6) 
 No Yes  
2.2 Have you received AFHS training or any training with AFHS content? 0 1 AFHSTrain 
 
Policy issues and guidelines (adolescents specific) 
Documents on rights (including SRH) of adolescents (RitesDoc) 
 No Yes  
6.1 Policy documents on the rights of adolescents available 0 1 DocAvail 
6.2 Policy documents on the rights of adolescents accessible 0 1 DocAccess 
6.3 Documents state the rights and responsibilities of young people 0 1 RightResp 
6.4 Minimum Adolescent Health Service Package or Essential Service 
Package (ESP) available and accessible 
0 1 ESPAccess 
 
Guidelines/ protocols for service provision under essential service package (ProtGuide) 
 No Yes  
13.1 Guidelines for services based on ESP available 0 1 ServGuides 
13.2 Protocols on Information and Education on Adolescent Health 0 1 IEProtocols 
13.3 Protocols for counseling towards behavior change and risk avoidance 
in adolescence 
0 1 ConsellProt 
13.4 Protocols on Adolescent Reproductive Health 0 1 ARHProtocols 
13.5 Protocols on contraceptive services 0 1 ContraProt 
13.6 Protocols on pregnancy care 0 1 PregCareProt 
13.7 Protocols on abortion care 0 1 AbortProt 
13.8 Protocols on HIV/AIDS Management 0 1 HIVAIDSProt 
13.9 Guidelines for Health Screening of Adolescent Females 0 1 FemScreen 
13.10 Guidelines for Health Screening of Adolescent Males 0 1 MaleScreen 
13.11 Guidelines on Adolescent Nutrition 0 1 NutriGuide 
13.12 Non-Communicable Disease management guidelines in Adolescence 0 1 NonComm 
13.13 Protocols on Mental Health Care including substance use 0 1 MentHlth 
13.14 Guidelines on management of injuries 0 1 InjMgt 
13.15 Protocols on Life Skills program administration 0 1 LifeSkills 
13.16 Protocols on livelihood skills program 0 1 LiveSkills 
13.17 Protocols on Self-care skills administration 0 1 SelfCare 
13.18 Protocols on Leadership skills administration 0 1 Leadership 
 
Institutional Policy and Practice Guidelines Relating to Adolescents (Guide_I2) 
 No Yes  
2.1 Documents pertaining to clients’ rights and other relevant informational 
documents are openly displayed 
0 1 ClieRiteDoc 
2.2 The above documents in a language comprehensible to clients 0 1 DocCompr 
2.3 The documents are self-explanatory and the information easily 
assimilated 




Institutional Policy and Practice Guidelines relating to Adolescents (ProtGuide_I3) 
f. List the policies and guidelines related to care for adolescents available in your facility. 
g. Have policies and guidelines about caring for adolescents been implemented in your facility?  
 
Institutional policy and practice guidelines relating to adolescents (Guide_I4) 
 No Yes  
5.1 Institutional policy guiding the care provided to adolescents is visible/ 
available to all staff 
0 1 InstPolicy 
5.2 Respect for the rights, dignity and confidentiality of adolescents is 
exhorted by the policy 
0 1 PolicyResp 
5.3 The facility has practice guidelines (ESP) visible/ available to all staff 0 1 ESPVisible 
5.4 The facility follows care guidelines laid down in the ESP 0 1 ESPGuide 
5.5 Adolescents are given reproductive health services without the 
knowledge and consent of their parents 
0 1 RHnoConsent 
5.6 Staff should be understanding of and care for pregnant adolescents 0 1 StaffCare 
5.7 Sexual health information and education is required for adolescent  
development 
0 1 SHInfoImp 
5.8 All adolescents should receive sexual health information and education 0 1 SHInfoEdu 
5.9 An adolescent female regardless of age does not require parental/ 
caregiver’s consent for a TOP 
0 1 TOPConsent 
5.10 Adolescent females regardless of age can be provided with TOP 
services 
0 1 TOPServ 
5.11 Services should be provided to adolescents who have no health 
insurance or funds 
0 1 ServHthInsur 
5.12 Adolescents should be served when they visit the clinic without their 
health records 
0 1 ServHlthRec 
5.13 Adolescents should be served anytime of the day they arrive at the 
facility 
0 1 ServAnyTime 
 
Institutional policy and practice guidelines relating to adolescents (Guide_I5) 
 No Yes  
5.1 Institutional policy on adolescents visible/ available to all staff 0 1 PolVisib 
5.2 Respect for the rights, dignity and confidentiality of adolescents is 
exhorted by the policy 
0 1 Respect 
5.3 The facility has practice guidelines (ESP) visible/ available to all staff 0 1 ESPVisib 
5.4 Work at the health facility with adolescents is guided by the ESP 0 1 ESPGuide 
5.5 Adolescents are given reproductive health services without the 
knowledge and consent of their parents 
0 1 SRHCons 
5.6 Staff should empathize with and take care of the needs of pregnant 
adolescents 
0 1 Empathy 
5.7 Sexual health information and education is a requisite for adolescent 
development 
0 1 SHInfo 
5.8 Sexual health information and education is provided to adolescents 0 1 SHInfoProv 
5.9 All adolescents should receive sexual health information and education 0 1 SHInfoRec 
5.10 Adolescent females regardless of age can be provided with TOP 
services 
0 1 TOP 
5.11 Adolescent females does not require parental/ caregiver’s consent for a 
TOP 
0 1 TOPCons 
5.12 Services are provided to adolescents who have no health insurance or 
funds 
0 1 ServProv 
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5.13 Adolescents are served anytime of the day they arrive at the facility 0 1 TimeServ 
 
Adherence  
13. Adherence to AFHS policies and guidelines (AFHSAdher_I4) 
 No Yes  
13.1 A copy of the ESP is available/ easily accessible to you 0 1 ESPAccess 
13.2 You diligently go according to the ESP in the course of caring for 
adolescent clients 
0 1 ESPAbide 
13.3 You are comfortable with all the requirements of the ESP 0 1 ESPComf 
 
Adherence to AFHS policies and guidelines (AFHSAdher_I5) 
 No Yes  
8.1 A copy of the ESP is available/ easily accessible to you 0 1 ESPAvail 
8.2 You diligently go according to the ESP in the course of caring for 
adolescent clients 
0 1 ESPAdher 
8.3 You are comfortable with all the requirements of the ESP 0 1 ESPComf 
 
Inhibiting adherence (AdherInhib_I4) 
 No Yes D/K  
14.1 Based on your experiences are there some conditions/ factors 
at the facility that inhibit service delivery to adolescents? 
0 1 9 ExpConditn 
 
 No Yes D/K  
14.3 Based on your experiences are there any policies (formal and 
informal) at the facility that inhibit service delivery to adolescents? 
0 1 9 ExpPolicy 
 
Inhibiting adherence (AdherInhib_I5) 
 No Yes D/K  
9.1 Based on your experiences are there some conditions/ factors at 
the facility that inhibit service delivery to adolescents? 
0 1 9 ExpConditn 
 
 No Yes D/K  
9.3 Based on your experiences are there any policies (formal and 
informal) at the facility that inhibit service delivery to adolescents? 
0 1 9 ExpPolicy 
 
Service delivery (adolescent specific) 
Service accessed by client (CareType_I7) - To compute frequencies/ proportions!!! 
 No Yes N/A  
2.1 Family planning 0 1 9 FamPlan 
2.2 Emergency contraception 0 1 9 EmergContr 
2.3 Pregnancy testing 0 1 9 PregTest 
2.4 Pre-TOP counseling  0 1 9 PreTOP 
2.5 TOP 0 1 9 TOP 
2.6 TOP referral  0 1 9 TOPRef 
2.7 Post-TOP counseling  0 1 9 PostTOP 
2.8 STD management 0 1 9 STDMgt 
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2.9 UTI management 0 1 9 UTIMgt 
2.10 HIV pre-test counseling  0 1 9 HIVPreCouns 
2.11 HIV post-test counseling  0 1 9 HIVPostCoun 
2.12 Ante-natal care 0 1 9 AnteNat 
2.13 Post-natal care 0 1 9 PostNat 
2.14 Dental care 0 1 9 Dent 
2.15 Malaria management 0 1 9 Malaria 
2.16 RTI management 0 1 9 RTIMgt 
2.17 MEB care  0 1 9 MEBCare 
2.18 Others (list) 0 1 9 Etc 
 
Appropriate adolescent care (AppHServ_I7) - To compute frequencies/ proportions!!! 
 No Yes N/A  
3.1 STI management according to guidelines 0 1 9 STIbyEDL 
3.2 Pre and post HIV test counseling according to guidelines 0 1 9 HIVbyEDL 
3.3 Contraceptive information, counseling and methods according to 
guidelines 
0 1 9 ContbyEDL 
3.4 Pregnancy testing and counseling according to guidelines 0 1 9 PregbyEDL 
3.5 Ante-natal and pre-natal care according to guidelines 0 1 9 AnteNatEDL 
3.6 Pre and post TOP counseling according to guidelines 0 1 9 TOPbyEDL 
3.7 Identification of mental health problems and referrals 0 1 9 MEBRef 
3.8 Identification of drug or alcohol abuse and appropriate referrals 0 1 9 RxRef 
3.9 Identification of violence, sexual abuse and incest, stabilize the 
client and appropriate referrals 
0 1 9 ViolRef 
 
Care delivery and continuity of care 
Referral (Not included in analysis) 
8.15 Reasons for referrals well explained to adolescents 0 1 Referral 






IMPLEMENTATION INDICATORS (QUALITATIVE) 
 
 
Capacity building (adolescent specific) 
Capacity building (CBuild_I3)  
b. Please in a sentence describe what you understand by an Adolescent Friendly Health Services program.  
c. If yes, when did you receive the training? ……………………..  
d. If yes, where did you receive the training? ......................... 
Capacity building (CBuild_I4) 
2.1 Please in a sentence describe your understanding of Adolescent Friendly Health Services (AFHS).  
2.3. If yes, when did you receive the training? ……………………..  
2.4. If yes, where did you receive the training? ......................... 
Capacity building (CBuild_I5) 
2.1 Please in a sentence describe what you understand by an Adolescent Friendly Health Services program.  
2.3. If yes, when did you receive the training? ……………………..  
2.4. If yes, where did you receive the training? ......................... 
Capacity building (CBuild_I6) 
2.1 Please in a sentence describe your understanding of Adolescent Friendly Health Services (AFHS).  
2.3 If yes, when and where? 
4. Institutional Capacity Building (CBuild_I3) 
f. What accounts for your successes/ failure in maintaining an appropriately trained and adequate cadre of staff at 
your facility?  
 
Service delivery (adolescent specific) 
3. Physical Environment of the Facility (EnvFac_I3) 
f. What accounts for your success/ failure in maintaining an attractive/ comfortable physical environment within your 
facility? 
 
6. Equipment Necessary to Provide Care to Adolescents (Equip_I3) 
e. How do you maintain a constant supply of equipment necessary for the provision of care to adolescents in your 
facility?  
 
7. Drugs Necessary to Provide Care to Adolescents (Rx_I3) 





8. Supplies and Test-Kits Necessary to Provide Care to Adolescents (TestKit_I3) 
e. How do you maintain a constant availability of supplies and test-kits necessary for the provision of care to 
adolescents in your facility? 
 
9. Information, Education and Counseling (IEC) (IEC_I3) 
f. How have you been able to implement successfully IEC programs with respect to adolescents in the facility? 
 
10. Appropriate Adolescent Health Services (AppHServ_I3) 
g. How were you able to effectively involve adolescents, community organizations and the community as a whole in 
the AFHS implementation process at your facility?  
 
11. Management Information Systems (MIS) (MIS_I3) 
h. What accounts for your successes/ failures in information management and use at your facility?  
i. What forms of data processing is predominantly used at the facility? (Probe: Electronic, manual or both; is there 
an IT specialist?) 
 
12. Mechanisms/ Systems to Monitor the Quality of Care (QA_I3) 
c. Does the facility monitor the quality of care it provides to adolescent clients? (Probe: Committee consisting of 
staff, adolescents, community representatives, NGO representatives, school representatives, traditional 
community leaders, assembly members, other; the frequency of their deliberations, how quality monitoring 
influences care)  
 
13. Care Delivery and Continuity of Care (ClinCare_I3) 
d. How do you ensure that services unavailable at the facility are adequately provided to adolescent clients?  
Cost of care (CostCare_I4) 
14.8 How is the AFHS program at your facility financed?  
Service rating (RateServ_I4) 
14.11 Explain the reason for your rating. 
(RateServ_I5) 
9.10 Explain the reason for your rating. 
(RateServ_I6) 
9f. Explain the reason for your rating. 
 
Policy issues and guidelines (adolescents specific) 
5. Institutional Policy and Practice Guidelines relating to Adolescents (Guide_I3) 
How were you able to implement successfully/ unsuccessfully policies and practice guidelines with respect to 




BARRIERS AND SOLUTIONS (QUALITATIVE) 
 
 
Service delivery (adolescent specific) 
3. Physical Environment of the Facility (EnvFac_B3) 
g. What barriers are you encountering in creating a healthy physical environment within your facility? 
h. What would you suggest to improve the physical environment of the facility to enhance its comfort and 
attractiveness to adolescents? 
 
6. Equipment Necessary to Provide Care to Adolescents (Equip_B3) 
f. What are the barriers to maintaining a constant supply of equipment for service delivery at your health facility? 
g. Can you provide any suggestions on maintaining a constant supply of equipment at health facilities? 
 
7. Drugs Necessary to Provide Care to Adolescents (Rx_B3) 
f. What are the barriers to maintaining a constant supply of medications for service delivery at your health facility? 
g. Can you provide any suggestions on maintaining a constant supply of medications at health facilities? 
 
8. Supplies and Test-Kits Necessary to Provide Care to Adolescents (TestKit_B3) 
f. What are the barriers to maintaining a stock of supplies and test-kits for service delivery at your health facility? 
g. Can you provide any suggestions on maintaining supplies and test-kits at health facilities? 
 
9. Information, Education and Counseling (IEC) (IEC_B3) 
g. What are the barriers you have encountered in implementing IEC programs at your facility? 
h. Can you provide some suggestions as to how to effectively implement or improve IEC programs in health 
facilities? 
 
10. Appropriate Adolescent Health Services (AppHServ_B3) 
h. Could you highlight some of the successful programs that have been implemented for adolescents in the facility 
and describe how this was accomplished (SRH, MEB, etc.)  
i. What obstacles did the facility encounter in the above activities and how were they surmounted?  
j. From your experience with adolescents, do you know of any other services or programs that will greatly benefit 
the health and wellbeing of adolescents? 
 
11. Management Information Systems (MIS) (MIS_B3) 
j. What are the barriers you encounter in the management and use of information at the facility? 
k. What suggestions would you provide to enhance information management and use at health facilities? 
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l. Based on your experiences, are there any recommendations you could make to make MIS more relevant to your 
activities? 
 
13. Care Delivery and Continuity of Care (ClinCare_B3) 
e. What are the obstacles the facility encounters in providing appropriate care to adolescents? 
f. Could you provide some suggestions to improve care delivery to adolescents in health facilities? 
 
Capacity building (adolescent specific) 
4. Institutional Capacity Building (CBuild_B3) 
g. What are the barriers you encounter in providing the appropriately trained cadre of staff for the facility? 
h. What suggestions would you provide to enhance the capacity building capabilities of your facility? 
 
Policy issues and guidelines (adolescents specific) 
5. Institutional Policy and Practice Guidelines relating to Adolescents (Guide_B3) 
h. What are the barriers you have encountered in implementing policies and practice guidelines promoting AFHS at 
your facility? 
i. Can you provide some suggestions as to how to improve AFHS policy and practice guidelines implementation in 
health facilities?  
 
Adherence  
14. Adherence to AFHS Policy and Practice Guidelines (AFHSAdher_B3) 
e. What are the barriers to staff adherence to policies and guidelines of AFHS? (Probe: financial resources, staff 
inadequacies, community non-support, etc.) 
f. What are some innovative measures taken by the facility to overcome the barriers? 
g. From your experiences, could you suggest any mechanisms/approaches to maintain/enhance adherence to AFHS 
concepts within your institution? 
h. How is the AFHS program at your facility financed?  
 
Inhibitions to adherence (AdherInhib_B4) 
14.2 If yes, please list the conditions (that inhibit service delivery to adolescents) below.  
14.4 If yes, please list the conditions (policies that inhibit service delivery to adolescents) below. 
Inhibitions to adherence (AdherInhib_B5) 
9.2 If yes, please list the conditions (that inhibit service delivery) below.  
9.4 If yes, please list the conditions (formal and informal policies that inhibit service delivery) below. 
(AdherInhib_B7) 
9.1 What conditions of service delivery inhibit adherence to policies and practices by the care provider?  




Improving and enhancing AFHS climate 
15. Miscellaneous (AFHSEnhance_B3) 
c. Are you aware of any programs currently advocating for AFHS in the community (Probe: Radio programs, School 
programs, etc.)?  
d. Have you made any other observations that have contributed to the success or otherwise of care delivery to 
adolescents at your facility aside the AFHS program? 
 
(AFHSEnhance_B4) 
14.5 From your experience, could you list some areas that you consider relevant for IEC programs to 
adolescent clients that are currently not covered? 
14.6 From your experience, could you list approaches (ways of delivering the service) that could facilitate the 
improvement of IEC programs to adolescent clients (Probe)? 
14.7 From your experience, please suggest ways in which information from your practice collated by the 
facility can be used to make your care for adolescents richer.  




9.5 From your experience, could you list some areas that you consider relevant for IEC programs to 
adolescent clients that are currently not covered? 
9.6 From your experience, could you list approaches (ways of delivering the service) that could facilitate the 
improvement of IEC programs to adolescent clients (Probe)? 
9.7 From your experience, please suggest ways in which information from your practice collated by the 
facility can be used to make your care for adolescents richer.  




9. Miscellaneous  
e. From you observations in the community, can you list some other health conditions that adversely affect the 
adolescent population?  
9. Miscellaneous  
f. Do you see any obstacles to care provision to adolescents at this facility?  
 9. Miscellaneous  
g. Are there areas in which improvements can be made to care delivery to adolescents by the facility? 
. Miscellaneous  
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h. Are you aware of any barriers to adolescents using the clinic? (Probe: Attitude of staff; Cost of services; Location 
of Facility; Attitude of Community; Lack of information about services at facility, etc.) 
 
(AFHSEnhance_B7) 




10. What suggestions would you make to improve service delivery to adolescents at the facility? 
 
Module 8 
11. How would you describe/define AFHS? 
Organization of work/ service delivery (adolescent specific) 
12. What AFHS services are provided by this health facility to adolescents? (Prompt on the following: a. IEC, b. FP, c. 
Pregnancy care, d. TOP, e. STD management, f. dental care, g. MEB services, h. others) 
13. Are adolescents in your community aware of AFHS facilities available? If yes, are they aware of the services 
available at the facilities? (Prompt on the following: a. IEC, b. FP, c. Pregnancy care, d. TOP, e. STD 
management, f. dental care, g. MEB services, h. others).   
14. Please describe the level and ways you participate in AFHS activities at the facility. 
15. Are the following available and clear to you at the facility? (a. Schedules, b. locations, c. scope of services, d. 
directions to venues, e. others) 
16. How would you describe the environment of the facility (a. cleanliness, b. directions, c. health and other 
information availability, d. times of operation and comfort)  
17. How would you describe the way staff relate to adolescents? (Prompt: a. Modesty, b. dignity, c. ability to freely 
express yourself and ask questions, e. respect for your views, f. other issues.) 
18. Do you pay for any services at the facility? (Prompt: a. consultation, b. examinations, c. other examinations, d. 
medications, e. others) 
19. On the whole how will you grade services provided to adolescents at your facility? (Prompt: a. Receptive, b. 
accommodating staff, c. supportive staff, d. do they refuse care or are hostile) 
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Characteristic	   Total	  N	   Valid	   n	  (%)	   Mean	  	   CI	   Median	  	   Min	  	   Max	  	   Range	  	   SD	   Shapiro-­‐	   Wilk	  (Sign)	  OrgFunc_Admin	   14	   14	  (100)	   0.77	   0.66	   -­‐	  0.88	   0.84	   0.50	   1.00	   0.50	   0.19	   0.88	  (0.05)	  	   	   	   	   	   	   	   	   	   	   	  	  




Characteristic	   Total	  N	   Valid	   n	  (%)	   Mean	  	   CI	   Median	  	   Min	  	   Max	  	   Range	  	   SD	   Shapiro-­‐	  Wilk	  (Sign)	  OrgFunc_ClinInfra	   14	   14	  (100)	   0.80	   0.76	   -­‐	  0.85	   0.78	   0.69	   0.95	   0.27	   0.07	   0.97	  (0.92)	  	   	   	   	   	   	   	   	   	   	   	  	  




Characteristic	   Total	  N	   Valid	   n	  (%)	   Mean	  	   CI	   Median	  	   Min	  	   Max	  	   Range	  	   SD	   Shapiro-­‐	   Wilk	  (Sign)	  OrgFunc_MonLog	   14	   14	  (100)	   0.69	   0.61	   -­‐	  0.78	   0.80	   0.40	  	   0.80	   0.40	   0.15	   0.76	  (0.00)	  	   	   	   	   	   	   	   	   	   	   	  	  




Characteristic	   Total	  N	   Valid	   n	  (%)	   Mean	  	   CI	   Median	  	   Min	  	   Max	  	   Range	  	   SD	   Shapiro-­‐	   Wilk	  (Sign)	  OrgFunc_CBuild	   14	  	   14	  (100)	   2.03	   1.43	   -­‐	  2.63	   1.86	   1.00	   4.14	   3.14	   1.04	   0.88	  (0.06)	  	   	   	   	   	   	   	   	   	   	   	  	  










Implementation	  characteristics	  	  
Characteristic	   Total	  N	   Valid	   n	  (%)	   Mean	  	   CI	  	   Median	  	   Min	  	   Max	  	   Range	  	   SD	   Shapiro-­‐	   Wilk	  (Sign)	  Equity_I	   14	   14	  (100)	   0.62	   0.52	   -­‐	  0.72	   0.62	   0.30	   0.85	   0.54	   0.17	   0.94	  (0.46)	  	   	   	   	   	   	   	   	   	   	   	  	  
	  	  	  The	  mean	  score	  for	  EQUITY	  (0.62)	  is	  from	  a	  normally	  distributed	  set	  of	  variables.	  The	  score	  was	  arrived	  at	  after	  putting	  together	  5	  separate	  variable	  scores	  from	  5	  data	  collection	  tools.	  These	  are	  as	  follows:	  	  d. Documents	  on	  rights	  (including	  SRH)	  of	  adolescents	  (RitesDoc)	  e. Institutional	  Policy	  and	  Practice	  Guidelines	  Relating	  to	  Adolescents	  (Guide_I2),	  (Guide_I4),	  (Guide_I5)	  f. Staff	  relating	  to	  adolescents	  (StaffRelate_I6)	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  Characteristic	   Total	  N	   Valid	   n	  (%)	   Mean	  	   CI	   Median	  	   Min	  	   Max	  	   Range	  	   SD	   Shapiro-­‐	   Wilk	  (Sign)	  Access_I	   14	   14	  (100)	   0.52	   0.45	   -­‐	  0.59	   0.53	   0.20	   0.68	   0.48	   0.12	   0.90	  (0.11)	  	   	   	   	   	   	   	   	   	   	   	  	  
	  	  	  The	  mean	  score	  for	  ACCESS	  (0.52)	  is	  from	  a	  normally	  distributed	  set	  of	  variables.	  The	  score	  was	  arrived	  at	  after	  putting	  together	  24	  separate	  scores	  from	  4	  data	  collection	  tools.	  These	  are	  as	  follows:	  	  	  
e. AFHS	  Promotion	  (AFHSProm_I4),	  (AFHSProm_I5),	  (AFHSProm_I6)	  f. Community	  needs	  assessment	  (CNAssess_I4),	  (CNAssess_I5)	  g. Rating	  of	  service	  delivery	  (RateServ_I4),	  (RateServ_I5),	  (RateServ_I6)	  	  h. Cost	  of	  care	  (CostCare_I4),	  (CostCare_I5),	  (CostCare_I6),	  (CostCare_I7)	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Characteristic	   Total	  N	   Valid	   n	  (%)	   Mean	  	   CI	  	   Median	  	   Min	  	   Max	  	   Range	  	   SD	   Shapiro-­‐	   Wilk	  (Sign)	  Accept_I	   14	   14	  (100)	   0.85	   0.81-­‐	  0.88	   0.85	   0.74	   0.95	   0.21	   0.06	   0.98	  (0.96)	  	   	   	   	   	   	   	   	   	   	   	  	  




Characteristic	   Total	  N	   Valid	   n	  (%)	   Mean	  	   CI	  	   Median	  	   Min	  	   Max	  	   Range	  	   SD	   Shapiro-­‐	  Wilk	  (Sign)	  Appropriate_I	   14	   14	  (100)	   0.43	   0.37	   -­‐	  0.50	   0.43	   0.29	   0.62	   0.33	   0.11	   0.92	  (0.24)	  	   	   	   	   	   	   	   	   	   	   	  	  




Characteristic	   Total	  N	   Valid	   n	  (%)	   Mean	  	   CI	   Median	  	   Min	  	   Max	  	   Range	  	   SD	   Shapiro-­‐	   Wilk	  (Sign)	  Effective_I	   14	   13	  (92.9%)	   0.65	   0.58	   -­‐	  0.71	   0.65	   0.46	   0.83	   0.36	   0.11	   0.96	  (0.80)	  	   	   	   	   	   	   	   	   	   	   	  	  
	  	  	  The	  mean	  score	   for	  EFFECTIVE	  (0.65)	   is	   from	  a	  normally	  distributed	  set	  of	  variables.	  The	  score	  was	   arrived	   at	   after	   putting	   together	   13	   separate	   scores	   from	   all	   6	   data	   collection	  tools.	  These	  are	  as	  follows:	  	  	  m. Clinical	  records	  of	  visits	  from	  register	  (ClinRec1)	  n. Clinical	  records	  of	  visit	  from	  ten	  client	  files	  for	  review	  (ClinRec2)	  o. Clinical	  records	  of	  visit	  from	  ten	  client	  files	  for	  review	  (ClinRec3)	  p. Essential	  Services	  Package	  Implementation	  (ESPImp_I4),	  (ESPImp_I5),	  (ESPImp_I6)	  q. Guidelines/	  protocols	  for	  service	  provision	  under	  essential	  service	  package	  (ProtGuide)	  r. Data	  for	  service	  delivery	  (DataServ_I4)	  s. Management	  information	  services	  (MIS_I6)	  t. Clinical	  care	  (ClinCare_I4),	  (ClinCare_I6)	  u. Clinical	  history	  (ClinHx_I7)	  v. Clinical	  examinations	  (ClinEx_I7)	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Characteristic	   Total	  N	   Valid	   n	  (%)	   Mean	  	   CI	   Median	  	   Min	  	   Max	  	   Range	  	   SD	   Shapiro-­‐	  Wilk	  (Sign)	  AFHS_I	   14	   14	  (100)	   0.62	   0.56	   -­‐	  0.67	   0.62	   0.43	   0.76	   0.34	   0.09	   0.96	  (0.94)	  	   	   	   	   	   	   	   	   	   	   	  	  
	  	  	  	  The	  mean	  score	  for	  overall	  AFHS	  implementation	  (0.62)	  is	  from	  a	  normally	  distributed	  set	  of	   variables.	  The	   score	  was	   arrived	   at	   after	  putting	   together	   the	  5	   implementation	   scores	  from	  the	  5	  AFHS	  characteristics	  above.	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APPENDIX	  E:	  MERGING	  MODULES	  INTO	  ANALYTIC	  
DATASETS	  
How	  the	  Module	  Datasets	  were	  Merged	  into	  Analytic	  Dataset	  	  The	  data	  collected	  was	  initially	  entered	  module	  by	  module	  into	  the	  statistical	  software	   SPSS	   version	   20.	   Data	   from	  6	   predominantly	   quantitative	  modules	  were	  entered	  into	  SPSS;	  the	  two	  modules	  with	  qualitative	  data	  and	  were	  not	  included	  in	  the	   analytic	   dataset.	   After	   the	   various	   variables	   had	   been	   allocated	   to	   the	   three	  groups	  of	  characteristics,	  the	  data	  from	  the	  6	  modules	  were	  merged	  into	  one	  dataset	  in	  order	  to	  begin	  data	  analysis.	  	  To	  merge	   the	   data,	   all	   key	   variables	   had	   to	   be	   defined	   in	   terms	   of	   the	   14	  health	  facilities	  (cases)	  that	  were	  involved	  in	  the	  study.	  Some	  variables	  had	  multiple	  values	  as	  they	  were	  recorded	  from	  multiple	  sources,	  for	  example	  within	  one	  health	  facility,	   observations	   were	   carried	   out	   on	   5	   client-­‐provider	   interactions.	   Results	  from	  these	  observations	  had	  to	  first	  be	  aggregated	  into	  one	  mean	  score	  that	  would	  represent	   the	   particular	   health	   facility.	   The	   same	  was	   done	   for	   other	   scores	  with	  multiple	  values,	  which	  were	  in	  modules	  1	  extension,	  4,	  5,	  and	  7.	  	  The	   "aggregate"	   feature	   under	   the	   "data"	   tab	   in	   SPSS	   was	   used	   to	   create	  aggregate	  mean	   scores	   of	   variables	  with	  multiple	   values.	  With	   the	   aggregation	   of	  these	  mean	  scores,	  each	  module	  now	  had	  single	  variables	  in	  place	  of	  multiple	  ones	  for	  each	  health	   facility	   (case).	  After	  merging	   the	  6	  modules,	  a	   total	  of	  83	  variables	  were	  created	  in	  the	  final	  merged	  dataset,	  with	  14	  health	  facilities	  (cases).	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